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Intimate partner violence (IPV) is a pervasive societal problem that can result in poor 
mental health outcomes among women who are exposed to this type of trauma. Among 
the most prevalent forms of psychological outcomes that develop in the aftermath of 
trauma are Posttraumatic Stress Disorder (PTSD) and depression. These disorders are 
often comorbid following IPV, which serves to exacerbate the overall severity of 
posttrauma psychopathology. To date, little is known regarding factors that contribute to 
the comorbid relationship between PTSD and depression, as well as factors that 
independently contribute to each form of pathology following IPV. The present study 
examined cognitive appraisals that are unique to PTSD and depression, as well as 
appraisals that are common to these disorders in 113 IPV survivors. Cognitive appraisals 
of global threat, guilt, depression cognitions, and negative self-concept (negative self 
thoughts, guilt, shame) were examined in their relation to PTSD and depression. Results 
indicated that negative self concept was significantly associated with PTSD. As well, 
depression cognitions were significantly associated with depression. None of the other 
cognitive appraisals emerged as significant predictors of PTSD or depression. Overall, 
these results suggest that specific cognitive factors may be important in maintaining 
PTSD and depression after IPV trauma. Treatment efforts for IPV survivors should 
consider addressing appraisals of negative self concept for women experiencing 
symptoms of PTSD. For depression symptomatology, interventions targeting depression 
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 It is an unfortunate truth that intimate partner violence (IPV) is pervasive 
throughout our culture. Estimates suggest approximately 1.5 million women each year in 
the United States are affected by some form of physical, sexual, or emotional abuse from 
a relationship partner (Tjaden & Thoennes, 2000). Aside from the high cost to society in 
the form of legal aid, medical care, and lost productivity (Centers for Disease Control and 
Prevention, 2003), evidence suggests that exposure to IPV is associated with a wide 
range of adverse mental health outcomes, particularly for women. Among the most 
commonly identified mental health consequences are Posttraumatic Stress Disorder 
(PTSD) and depression (Koss, Bailey, Yuan, Herrera, & Lichter, 2002). What is perhaps 
more notable is the high rate of comorbidity between these disorders in the aftermath of 
IPV (Stein & Kennedy, 2010; Taft, Resick, Watkins, & Panuzio, 2009). Although 
significant advances have been made regarding understanding the prevalence and 
negative outcomes of comorbid disorders, important questions regarding factors that 
contribute to psychopathology following interpersonal trauma remain unanswered. 
Importantly, the high prevalence of comorbid PTSD and depression raises questions 
about whether these disorders share common factors affecting their severity and 
maintenance.  
 To date, few studies have examined differential predictors of PTSD and 
depression following IPV, or the shared factors that may contribute to the incidence of 
comorbidity of these disorders. The research that has been conducted in this area has 
focused primarily on how severity and type of abuse (e.g., physical versus emotional) 




discrepant findings. For example, Cascardi, O’Leary, and Schlee (1999) found that 
increased frequency of husband-to-wife physical aggression and greater levels of spousal 
fear contributed to comorbid PTSD and depression. These authors further identified 
independent predictors of each disorder. Specifically, PTSD was more strongly 
associated with spousal dominance/isolation tactics coupled with physical aggression, 
whereas symptoms of depression showed a greater association with poor marital quality, 
suggesting independent pathways to these disorders. Also, Stein and Kennedy (2001) 
examined different types of abuse and their severity, but they were unable to identify 
unique factors that contribute to PTSD or depression. Further, severity of IPV did not 
differentiate women with PTSD from women with comorbid PTSD and depression, 
raising questions as to whether or not these disorders are truly distinct in the aftermath of 
trauma. Although these studies are valuable with respect to understanding factors that 
contribute to psychopathology, they do not account for processes that may contribute to 
the high rate of co-occurring PTSD and depression. Identifying factors both common and 
unique to PTSD and depression can help researchers to understand whether these 
disorders share common pathways to their development and maintenance. The high rate 
of comorbid PTSD and depression following IPV, and the lack of clarity across studies 
regarding the commonality of factors that contribute to these disorders (e.g., Cascardi et 
al., 1999; Stein & Kennedy, 2001), further suggests that examination of the underlying 
components of these disorders is warranted.  
 An important limitation to the current literature is that previous studies have 
neglected the role of posttrauma appraisals, which have been shown to contribute to 




Rush, Shaw, & Emery, 1979; Foa, Ehlers, Clark, Tolin, & Orsillo, 1999). Recent 
theoretical accounts of posttrauma pathology emphasize the role of specific posttrauma 
appraisals in the maintenance of psychological disorders (Beck, 1987; Clark, 2001). 
Moreover, cognitive theorists purport that dysfunctional thoughts about the self, the 
trauma and its sequelae, and negative perceptions of the world contribute to poor 
recovery from traumatic experiences (see Brewin & Holmes, 2003). Only a handful of 
studies have specifically examined the link between particular cognitive appraisals and 
different trauma-related pathologies (DePrince, Chu, & Pineda, 2011; Ehring, Ehlers, & 
Glucksman, 2006, 2008). Furthermore, no study has examined the impact of maladaptive 
appraisals on the severity of both PTSD and depression following IPV. Given that IPV 
has been linked to various types of maladaptive appraisals (Kubany et al., 1996), 
examination of a more inclusive set of cognitive constructs than has previously been 
examined, as well as their role in psychopathology, appears warranted. Examining the 
unique contribution of cognitive appraisals in the maintenance of different forms of 
psychopathology may elucidate factors that underlie comorbidity of psychiatric disorders, 
as well as identify content-specific appraisals that remain unique to each disorder.   
 The purpose of the current study was to investigate the unique contribution of 
theoretically derived cognitive factors in the maintenance of both PTSD and depression 
following IPV. Further, this study explored the contribution of a broad range of cognitive 
constructs in the comorbidity between these disorders. The remainder of this introduction 
will review the literature on the comorbid nature of PTSD and depression. Next, research 
related to the cognitive model of psychopathology will be discussed, with a particular 




with a discussion of the range of cognitive appraisals (e.g., shame and guilt), as these 
relate to IPV, and their contribution to psychiatric disorders among individuals who have 
experienced this form of trauma. 
Comorbid Psychopathology: PTSD and Depression 
 It has been well established that victims of trauma are often diagnosed with 
comorbid psychopathology. The National Comorbidity Survey estimates that 
approximately 48% of individuals who meet lifetime criteria for PTSD also meet the 
criteria for lifetime Major Depressive Episodes (Kessler, Sonnega, Bromet, Hughes, & 
Nelson, 1995). In addition, these authors estimated that mood disorders are secondary to 
PTSD in 53% to 78% of comorbid cases, highlighting the co-occurrence of PTSD and 
depressive-based disorders (Kessler et al., 1995). Several hypotheses have been 
developed within the literature to help explain comorbidity in concurrent 
psychopathology (see Rhee, Hewitt, Corley, Willcutt, & Pennington, 2005). One theory 
proposes several possible pathways that each contribute to a shared vulnerability 
underlying comorbid psychopathology. For example, one pathway suggests that 
comorbidity results from the significant correlations between the risk factors that 
influence each disorder  (i.e., an increase in liability for one disorder is correlated with an 
increase in liability for the second disorder). A second pathway suggests that the temporal 
precedence of one disorder is causally related to the other, or vice versa (i.e., disorder A 
causes disorder B or disorder B causes disorder A). Finally, the third pathway suggests 
that comorbidity results from reciprocal causation such that the two separate disorders 





Shared Vulnerability Hypothesis: An Explanation for Comorbid Psychopathology 
 The shared vulnerability hypothesis forms a component of the background for this 
study, and therefore it will be briefly reviewed. This hypothesis suggests that shared 
features within each disorder may contribute to the development and maintenance of 
comorbid psychopathology. Support for this shared vulnerability hypothesis comes from 
a study conducted by Breslau, Davis, Peterson, and Schultz (2000) assessing whether 
previous exposure to a traumatic event served as a vulnerability factor in the development 
of Major Depressive Disorder (MDD), independent of the impact on the development of 
PTSD. To examine this question, these authors estimated the risk for the onset of MDD 
in trauma exposed individuals with and without PTSD, compared to individuals with no 
trauma exposure. Using data from an epidemiological study of young adults (N = 1,200; 
Breslau et al., 1998), Breslau and colleagues (2000) reported that exposure to traumatic 
events increased the risk for MDD in individuals with PTSD, relative to non-trauma 
exposed individuals. Moreover, exposure to trauma only slightly increased the risk for 
MDD (a nonsignificant relationship) in individuals without PTSD. This study did not find 
support for the notion that exposure to a traumatic event serves as a predictor of MDD, 
independent of its impact on PTSD development. Instead, because MDD and PTSD 
appeared to develop in tandem after trauma exposure, these results suggest that the 
comorbid relationship between these disorders might be influenced by shared 
vulnerability factors (Breslau et al., 2000). 
 In considering the theme of common factors that underlie comorbid 
psychopathology, Clark and Watson (1991) reported that the overlap between disorders, 




the relatively nonspecific factors of negative affect and general distress. In other words, 
these symptoms are commonly experienced by individuals suffering from either an 
anxiety-based or a depression-based disorder. Clark and Watson (1991) suggest that the 
shared presence of these nonspecific symptoms is responsible for the strong association 
between anxiety and depressive disorders. They further suggest that general distress 
cannot completely define the symptom criteria specific to each pathology. According to 
Clark and Watson’s (1991) tripartite model of comorbidity, negative affect is believed to 
be a shared component across anxiety and depressive disorders, and additional factors are 
predicted to remain unique to each disorder. In particular, they report that factors specific 
to anxiety disorders include somatic tension and hyperarousal (e.g., shortness of breath, 
dizziness), whereas manifestations of anhedonia and the absence of positive affect (e.g., 
loss of interest) are specific to depression.  
Theoretical Models of Psychopathology: Are Disorders Truly Distinct?  
  Theoretical models offer support for the notion that specific factors differentially 
contribute to the maintenance of PTSD and depression. For example, Brown, Chorpita, 
and Barlow (1998) used confirmatory factor analysis to test the discrete structure of 
several mood and anxiety disorders using a sample of clinical outpatients (N = 350). Key 
features were selected for each disorder (Panic Disorder, Generalized Anxiety Disorder 
[GAD], Social Phobia, Obsessive Compulsive Disorder, and depression) which included 
cognitive, affective, or symptom-based assessments. Measures of both positive and 
negative affect also were included. Results suggest that, although both depression and 
anxiety disorders share underlying negative affect, certain factors remained unique to 




predicted the associated pathology (e.g., worry domains in GAD, self-consciousness in 
Social Phobia, low mood in depression, see Brown et al., 1998, for a complete 
description of key features). A similar study conducted by Grant, Beck, Marques, Paylo, 
and Clapp (2008) examined the latent structure of PTSD, MDD, and GAD in a sample of 
228 motor vehicle accident survivors. Confirmatory factor analysis was used to assess the 
latent structure of key features and associated symptoms of each disorder. Factors 
identified as specific to each disorder (e.g., appraisals of threat and avoidance in PTSD, 
thoughts of depression in MDD, cognitive strategies used to control unwanted thoughts in 
GAD) were examined. Overall, the results suggested that, although these disorders are 
highly correlated, they are best predicted by distinct constructs. Additionally, Blanchard, 
Buckley, Hickling, and Taylor (1998) examined the comorbid relationship between 
PTSD and MDD in a sample of 107 motor vehicle accident survivors using a factor 
analytic approach to determine whether these disorders are best understood as 
manifestations of the same general reactions to trauma, or whether they are distinct 
reactions. These authors reported that, although PTSD and MDD share symptom overlap 
and are highly correlated with one another, these disorders are best conceptualized as 
distinct. 
 Although a body of research suggests that mental health disorders are best 
conceptualized as separate diagnostic categories, the presence of multiple comorbid 
disorders is prevalent and appears to be the norm rather than the exception for individuals 
diagnosed with trauma-related psychopathology. Furthermore, research suggests that 
MDD has been the most typical concurrent disorder in studies of PTSD across a variety 




acknowledgement in the literature about the potential influence of the type of trauma 
experienced on the development and severity of posttrauma sequelae (Herman, 1993; 
Terr, 1991), examination of psychopathology within specific trauma samples appears 
relevant. 
Comorbid Psychopathology Following IPV  
 One form of trauma that has received minimal attention in the comorbidity 
literature is IPV. This shortcoming exists despite evidence suggesting the high prevalence 
of IPV and high rates of comorbidity among victims of IPV. For example, within a 
sample of women seeking marital counseling for IPV exposure in the past year, Cascardi 
and colleagues (1999) reported that of the women diagnosed with PTSD, 56% had 
comorbid MDD. Stein and Kennedy (2001) report a similar rate of comorbidity (43%) 
observed in victims of IPV recruited from domestic abuse agencies and community 
medical clinics. Other studies also support the high rates of comorbid PTSD and MDD 
among female IPV victims (Martinez-Torteya, Bogat, von Eye, Davidson, & 
Levendosky, 2009; Taft et al., 2009). 
 The high comorbidity rate between PTSD and MDD seems to suggest that these 
disorders share common factors in their severity and maintenance. Yet because research 
also supports these disorders as distinct, specific factors should also contribute to each of 
them. The high prevalence of comorbid PTSD and MDD in the aftermath of IPV suggests 
that this issue should be explored further with this population. In addition, examining 
comorbidity in survivors of IPV may provide important new information for a population 





 Cognitive Theories 
 When identifying constructs that differentially contribute to the maintenance and 
severity of psychopathology following trauma, cognitive theories of emotional disorders 
offer a relevant starting point. Cognitive models of psychopathology posit that emotional 
disorders are characterized by cognitive appraisals that are unique to each disorder (e.g., 
Beck, 1976). Thus, appraisals are theorized to be content specific and distinguishable 
across disorders. Maladaptive appraisals found in depression center on themes of self-
depreciation and negative attitudes regarding the past and future. In comparison, PTSD is 
characterized by the themes of perceived danger, hypervigilant threat appraisal, and 
negative interpretations of the trauma and its sequelae. In recent years, several models of 
PTSD (see Brewin & Holmes, 2003) and depression (Abramson et al., 1990; Beck, 1976) 
have been developed, placing strong emphasis on the role of dysfunctional cognitions in 
the maintenance of each of these disorders.  
Cognitive Model of PTSD 
 Theoretical models of PTSD highlight the importance of specific types of trauma-
related appraisals in the persistence of posttrauma symptoms (see Brewins & Holmes, 
2003). PTSD is characterized as a pathological reaction following exposure to a traumatic 
event (Criterion A1; American Psychiatric Association [APA], 2000). In addition, the 
individual’s reaction to the event must include intense fear, helplessness, and horror 
(Criterion A2; APA, 2000). At present, the clinical features of PTSD include three 
distinct categories of symptoms. The first category is composed of reexperiencing 
symptoms of the trauma, such as intrusive memories and nightmares. The second 




and flat emotional affect. The third category consists of increased arousal symptoms, 
such as hypervigilance and an exaggerated startle response. Although much research has 
focused on links between peritraumatic emotional reactions (e.g., reactions that take place 
during the trauma) as they relate to the development of posttrauma symptoms (Alvarez-
Conrad, Zoellner, & Foa, 2001; Bernat, Ronfeldt, Calhoun, & Arias, 1998), reactions that 
are believed to be important in the maintenance of psychopathology extend beyond those 
that take place during the trauma. Specifically, cognitive appraisals that take place in the 
aftermath of a traumatic experience have been identified as potential contributors to 
PTSD. A central theme that has been documented across studies includes the alteration of 
an individual’s basic beliefs and assumptions about the self and the world (Horowitz, 
1986; Janoff-Bulman, 1992). More specifically, negative appraisals about the 
competency of the self (e.g., “I can’t rely on myself”) and the dangerousness of the word 
(e.g., “People can’t be trusted”) disrupt the normal process of recovery by producing a 
current sense of threat. This perceived sense of ongoing threat is believed to fuel 
maladaptive appraisals and contribute to the severity of PTSD (Foa & Riggs, 1993).  
 Support has been provided for the notion that cognitive appraisals impact the 
development and persistence of PTSD across a broad range of trauma samples. Bryant 
and Guthrie (2007) assessed a sample of trainee firefighters (n = 68), who had not yet 
been exposed to firefighter duty, for PTSD symptoms, negative appraisals, and previous 
exposure to traumatic events. Firefighters were reassessed 4 years later (n = 52) following 
exposure to trauma (i.e., firefighter duty). Results showed that negative appraisals of the 
self (e.g., “I am incompetent”) predicted the onset of PTSD, whereas negative appraisals 




Elliott, Wolfgang, and Creamer (2007) collected data from 253 trauma survivors 
recruited from a local hospital and found that over a 12-month period, maladaptive 
appraisals of the self, the safety of the world, as well as self-blame predicted the 
development and severity of PTSD. These researchers also noted that negative appraisals 
of the self were the strongest predictor of posttraumatic stress relative to the other 
negative appraisals.  
 In addition to the onset of PTSD, research supports the contribution of 
maladaptive beliefs in the maintenance and severity of PTSD. Dunmore, Clark, and 
Ehlers (1997) conducted a preliminary investigation with a sample of sexual assault 
victims with persistent PTSD (n = 11), as well as victims who had recovered from PTSD 
(n = 9) and compared these women on posttrauma cognitive appraisals. These data 
suggested that individuals with PTSD endorsed more global negative beliefs about their 
self-perceptions, the dangerousness of the world, and their future, relative to individuals 
with no PTSD. Dunmore, Clark, and Ehlers (1999) extended their previous study in a 
sample of 92 trauma victims who were assessed for a range of cognitive appraisals in the 
aftermath of sexual assault. Cognitive factors found to be associated with both the 
severity and maintenance of PTSD included appraisals of the trauma and its sequelae, 
dysfunctional coping strategies, as well as negative global beliefs, which included 
negative thoughts about core aspects of the self and the safety of the world. In addition, 
the relationships between cognitive appraisals and PTSD remained significant when 
controlling for assault severity, demonstrating the significant impact of negative 




Overall, the above studies suggest that experiencing a traumatic event can 
significantly alter one’s beliefs about the competency of the self and safety of the world. 
These negative cognitive appraisals in turn contribute to PTSD. What is more salient is 
that these studies highlight the important role of negative beliefs about the self in the 
trajectory and maintenance of PTSD. 
 Shame Appraisals and PTSD. Given that research has identified negative 
appraisals of the self to be an important factor in the development and severity of PTSD, 
it is possible that other negative self-concepts also contribute to the presentation of 
PTSD. Several authors have recognized the role of additional cognitive appraisals in the 
maintenance of PTSD. In particular, cognitive appraisals of shame have received notable 
attention (Cook, 1994, 2001; Tangney, Wagner, Fletcher, & Gramzow, 1992). Although 
shame has been broadly defined in the literature, conceptualizations of this construct tend 
to focus on the negative evaluation of the self, including viewing oneself as bad or 
damaged in some way (e.g., “I am unworthy;” Tangney et al., 1992). 
 Across the literature, studies have identified shame as an important cognitive 
appraisal in the aftermath of trauma (Budden, 2009; Grey, Holmes, & Brewin, 2001). 
Brewin, Andrews, and Rose (2003) investigated the influence of additional trauma-
related cognitions on PTSD severity in a sample of violent crime victims (n = 38). These 
authors found that individuals with PTSD who did not report intense fear appraisals as a 
result of their trauma did report appraisals of shame that independently impacted PTSD 
severity. Similarly, Holmes, Grey, and Young (2005) investigated both cognitive 
appraisals and emotions found in “hotspots” of memory (memories that peak emotional 




32). These authors found that in addition to intense feelings of fear, helplessness, and 
horror (and appraisals of threat), appraisals associated with negative self-views such as 
shame emerged as intruding maladaptive cognitions in memory hotspots of PTSD. This 
study suggests that shame may contribute to the severity of PTSD symptomatology 
(Holmes et al., 2005). 
 Recent research has also begun to recognize shame as an important factor in the 
trajectory of PTSD development and maintenance. Andrews, Brewin, Rose, and Kirk 
(2000) sampled 157 victims of violent crime and found that shame independently 
predicted PTSD symptoms at 1 month and 6 months after the traumatic event, suggesting 
that shame may play an influential role in the development of PTSD. Further, appraisals 
of shame have been found across a variety of trauma populations, highlighting its robust 
association with posttrauma functioning. Leskela, Dieperink, and Thuras (2001) 
examined the role of shame in the maintenance of PTSD in a sample of male veterans 
who were held as prisoners of war (n = 107). This report found a positive association 
between shame and PTSD many years posttrauma. Street and Arias (2001) examined 
shame in women who had experienced IPV. Findings from this study indicated that 
shame was positively correlated with PTSD symptom severity. Further, mediation 
analysis indicated that shame fully accounted for the association between emotional 
abuse and PTSD, highlighting the importance of shame within IPV victims (Street & 
Arias, 2001). Beck and colleagues (2011) also examined associations between shame, 
psychological abuse, and PTSD in a sample of treatment-seeking IPV victims (n = 63). 
This study showed that shame held a positive association with PTSD. In addition, 




with high levels of shame in their association with PTSD. Specifically, for women who 
reported high levels of emotional/verbal abuse, high levels of shame were significantly 
more likely to be associated with elevated levels of PTSD (relative to low levels of 
shame). In addition, for women who reported high levels of dominance/isolation in their 
abusive relationship, high levels of shame were significantly more likely to be associated 
with PTSD (relative to low levels of shame). These results suggest that shame is a 
relevant feature associated with PTSD in individuals who have experienced IPV. 
 In sum, research highlights the contribution of maladaptive cognitive appraisals in 
the maintenance of posttrauma symptomatology. In line with theoretical models of 
PTSD, maladaptive beliefs about the competency of the self and the dangerousness of the 
world contribute to the persistence of posttrauma symptoms. Further, these studies seem 
to suggest that shame, an alternative construct reflecting self-devaluation, can play a role 
in the maintenance and severity of PTSD. 
 Guilt Appraisals and PTSD. Research has recently begun to consider a broader 
range of factors that may be important for understanding diverse forms of 
psychopathology associated with IPV. Along these lines, authors have emphasized the 
trauma survivor’s explanation for their role in the trauma as a contributing factor in the 
development and maintenance of PTSD (Dutton, Burghardt, Perrin, Chrestman, & Halle, 
1994; Kubany et al., 1996). Individuals’ negative evaluation of their actions, or their 
failure to act, often results in appraisals of guilt. 
 One of the earliest examinations of posttraumatic guilt was conducted by Kubany 
and colleagues (1995) across two separate samples of trauma victims, Vietnam-era 




between guilt and PTSD, with delineation of specific aspects of event-related guilt, 
including global guilt (e.g., “I experience intense guilt that relates to what happened”), 
guilt-related distress (e.g., “I am still distressed about what happened”), and guilt-related 
cognitions (e.g., “I was responsible for causing what happened;” Kubany et al., 1995). 
Results indicated that PTSD was associated with higher levels of global guilt, guilt-
related distress, and guilt-related cognitions (Kubany et al., 1995). In addition to their 
inquiry regarding shame (see above), Beck and colleagues (2011) examined the 
associations between guilt and PTSD in their sample of IPV victims. In particular, they 
assessed for the specific features of guilt discussed by Kubany and colleagues (1995). 
Results from Beck and colleagues (2011) showed that guilt-related distress and guilt-
related cognitions (as well as shame) held positive associations with PTSD severity, 
although global guilt did not. On a similar note, Kletter, Weems, and Carrion (2009) 
examined the relationship between guilt and PTSD in a sample of 87 adolescents with a 
history of childhood physical abuse. There results suggest that guilt regarding acts of 
commission (behaviors the individual performed during the event) and acts of omission 
(behaviors the individual failed to perform during the event) were strongly associated 
with PTSD severity. These results suggest that aspects of guilt, particularly regarding 
appraisals of the individual’s behavior during the traumatic event, contribute to PTSD.  
 Other authors also have noted a significant positive association between guilt and 
PTSD severity across a variety of trauma samples, including adult survivors of sexual 
assault (Nishith, Nixon, & Resick, 2005) and survivors of severe motor vehicle accidents 
(Lowinger & Solomon, 2004). These studies provide additional support for the reports 




Overall, the research reviewed in this section suggests that examination of guilt in the 
aftermath of trauma can help to explain the severity and persistence of PTSD. In 
particular, guilt focused on evaluation and judgment towards one’s behaviors during the 
traumatic event, as well as behaviors one did not engage in, appear to be salient cognitive 
factors in the maintenance of posttrauma psychopathology. 
Cognitive Models of Depression  
 Many theoretical models of depression focus on negative appraisals of the self 
and current life stress in the maintenance of depressive symptomatology (Abramson et 
al., 1990; Beck, 1987; Beck et al., 1979). Depression is conceptualized as a significant 
loss of interest or low mood, coupled with symptoms of anhedonia, alterations in 
appetite, fatigue, sleep disturbances, psychomotor retardation, feelings of worthlessness 
and regret, impaired concentration, or thoughts of death. Beck’s cognitive model of 
depression (1976) proposes a cognitive triad of maladaptive beliefs focused on self-
depreciation, past failures, and hopelessness in the maintenance of depression. Within 
this model, self-depreciation exists in the form of belittling oneself or undervaluing one’s 
worth. Cognitions regarding past failures involve the negative evaluation of previous 
experiences and the role one played in past events. Thoughts of hopelessness include 
pessimism towards the present and future. Throughout the literature, this theory has 
generated an extensive amount of research about cognitive factors associated with 
depression, much of which supports Beck’s model of depression (see Haaga, Dyck, & 
Ernst, 1991).  
 Lewinsohn, Hoberman, and Rosenbaum (1998) examined potential risk factors 




of other risk factors, depression-related cognitions drawn from Beck’s cognitive triad 
(1976) were examined across two time points that were 8 months apart. Results from this 
study indicated that depression-related cognitions were strongly associated with 
depression severity. Specifically, individuals who reported higher levels of depression 
had a more negative view of themselves, were more pessimistic and less optimistic in 
their expectations for the future, and endorsed more dysfunctional beliefs about current 
and past events (Lewinsohn et al., 1998). Zauszniewski and Rong (1999) examined 
Beck’s (1976) cognitive model of psychopathology in a sample of depressed inpatients (n 
= 63), depressed outpatients with and without prior hospitalization for depression (n = 
126), and non-depressed adults (n = 63). Multiple regression analyses indicated that 
depressive cognitions pertaining to negative views of the self, pessimism towards one’s 
current life situation, and maladaptive beliefs about the future contributed to poor 
psychosocial functioning (e.g., poor attentiveness to personal care and relationships with 
others) across each sample group. However, psychosocial functioning of non-depressed 
adults was least affected by depressive cognitions. In addition, among the depressed 
sample groups, negative views of the self (and pessimistic thoughts about life) had a 
greater impact on psychosocial functioning than did negative thoughts about the future 
(Zauszniewski & Rong, 1999).  
 When considering the significant impact of negative self-views on depression, 
studies have shown that negative self-beliefs (e.g., “If I am not successful, then I am a 
nobody”) are more frequently endorsed by depressed individuals than by non-depressed 
individuals (Haaga, Dyck, & Ernst 1991). Not only is depression associated with negative 




depression are more likely to evaluate themselves negatively (Haaga et al., 1991). This is 
exemplified in a study that examined factors believed to play a role in the association 
between childhood abuse and later adult IPV (Whiting, Simmons, Havens, Smith, & Oka, 
2009). A sample of 590 individuals from the National Comorbidity Survey (Kessler, 
Molnar, Feurer, & Appelbaum 2001) who reported experiencing childhood abuse (e.g., 
sexual or physical abuse) were selected for this study. Childhood abuse victims were then 
divided into groups based on adult exposure to IPV (n = 370) or no IPV exposure (n = 
220). The finding from this study showed that participants who experienced both 
childhood abuse and adult IPV reported greater disruptions in their self-appraisals, 
including lower self-confidence, greater dependence on others, and lower self-esteem, 
relative to the women who experienced childhood abuse alone. Furthermore, these 
women were more likely to have a range of mental health problems, including 
depression, relative to women who only experienced childhood abuse (Whiting et al., 
2009). Orava, McLeod, and Sharpe (1996) examined the relationships between severity 
of intimate partner abuse, self-efficacy, self-esteem, and depression in a sample of IPV 
victims (n = 21) and a non-IPV control group (n = 18). Results from this study indicated 
that IPV victims reported lower beliefs in self-efficacy, had lower self-esteem, and were 
more depressed than the non-IPV control group. Overall, these studies provide evidence 
for the cognitive model of depression and highlight cognitions of self-depreciation, 
hopelessness for the present and future, negative views of the past, and low self-esteem in 
their contribution to depression severity. 
 Shame Appraisals and Depression. When considering the above research, it is 




linked to depression. Shame is a construct that is similar (but not identical) to self-
depreciation that has been found to be particularly important for victims of IPV (Kubany 
& Ralston, 2006). Shame focuses on the negative evaluation of the entire self-image and 
further implies disapproval with one’s self (Tangney et al., 1992), whereas self-
depreciation focuses on degrading certain aspects of the self (e.g., “I am not intelligent”). 
Research has shown that shame plays a significant role in the onset and maintenance of 
depression (Andrews, 1995; Andrews & Hunter, 1997). In a recent meta-analysis, Kim, 
Thibodeau, and Jorgensen (2011) identified strong associations between shame and 
depression across numerous studies. Tangney and colleagues (1992) conducted an 
investigation using two separate samples of undergraduate students (sample 1 n = 245; 
sample 2 n = 234) to examine the link between shame (as well as guilt) and depressive 
symptomatology. Their results revealed that shame accounted for a significant portion of 
the variance of depression, relative to other appraisals (such as guilt; Kim et al., 2011). 
Interestingly, the impact of shame on depression following IPV has been given 
less attention in the literature, relative to its impact on PTSD. However, studies have 
examined other forms of domestic abuse, particularly childhood maltreatment in the 
association between shame and depression. Harper and Arias (2004) examined the 
moderating role of shame in the relationship between victim reactions to child 
psychological maltreatment and depressive symptoms. The sample included 294 
undergraduate students who endorsed the experience of psychological abuse in 
childhood. Results suggested that shame moderated the relationship between child 
psychological maltreatment and depressive symptoms stemming from childhood abuse 




reactions to childhood psychological abuse, higher levels of shame were significantly 
more likely to be associated with elevated levels of depression (relative to low levels of 
shame; Harper & Arias, 2004). Similarly, Bernice and Elaine (1997) examined bodily 
shame (e.g., negative evaluation of one’s appearance), characterlogical shame (e.g., 
negative self-attributions), and behavioral shame (e.g., self-blame) in a sample of 
depressed adults who had experienced childhood abuse (n = 35). This study investigated 
whether these shame appraisals were related to early childhood abuse and the course of 
depression. These findings indicated that all three types of shame held positive 
associations to chronic or recurrent depression (Bernice & Elaine, 1997).  
Within a clinical sample, Vikan, Hassel, Rugset, Johansen, and Moen (2010) 
examined the impact of shame on later psychopathology in a sample of 100 outpatients 
seeking mental health services for anxiety and depression-based disorders, as well as a 
nonclinical sample (n = 100). The results indicated that shame was more prominent in the 
clinical sample, compared to the nonclinical sample. Within the clinical sample, shame 
held a stronger association to the severity of depression symptomatology relative to 
anxiety symptomatology; however both of these associations were moderate (r = .58 to 
.78). These results suggest that shame is a widespread appraisal in depressive and anxiety 
symptoms among outpatient samples (Vikan et al., 2010).  
 Similar to the research on cognitive appraisals and PTSD, the studies discussed in 
this section suggest that examination of a broader range of cognitive factors may help to 
explain the relations between cognitive appraisals and depression severity. Although 




robust relationship with depression among other trauma samples exposed to 
maltreatment. 
 Guilt Appraisals and Depression. Guilt is another cognitive appraisal that often 
stems from IPV and has been linked to depression (Kubany et al., 1996). Excessive guilt-
related thoughts occurring nearly every day is one of the diagnostic symptoms of MDD. 
Although guilt is a widely accepted feature in MDD (APA, 2000), the nature of this 
construct and its impact on psychopathology has been less consistent across the literature.   
 Jarrett and Weissenburger (1990) compared guilt cognitions across non-depressed 
control participants (n = 17) and depressed outpatients (n = 72) using a measure depicting 
different guilt-provoking situations (Klass, 1986). Results from this study suggested that 
depressed outpatients experienced more guilt across a variety of situations, relative to 
non-depressed control subjects. In a more recent study, Ghatavi, Nicolson, MacDonald, 
Osher, and Levitt (2002) compared both state- and trait-guilt across patients with 
depression (n = 56), a chronic medical illness (n = 20), and a healthy control group (n = 
59). This study showed that depressed individuals reported more state- and trait-guilt 
compared to medically ill and healthy control subjects. Overall, results from the above 
studies support the view that beliefs about one's role in trauma are important factors in 
posttrauma psychopathology.  
 Guilt: Discrepant Conclusions across Studies. There are however some 
discrepancies concerning the relationship between guilt and depression within the 
literature. More specifically, some studies suggest that the correlation between guilt and 
depression is moderate, if not nonexistent. One study conducted by Webb, Heisler, Call, 




depression and psychological maltreatment in a sample of 280 college students. Findings 
from this study indicated that psychological maltreatment was positively associated with 
symptoms of depression and shame, but not with guilt. Additionally, although positive 
correlations were found between shame and guilt, further examination suggested that 
guilt with shame partialled out was not positively associated with symptoms of 
depression (Webb et al., 2007). Furthermore, in a study discussed above, Tangney and 
colleagues (1992) examined the differential impact of shame versus guilt on depression in 
two samples of undergraduate students (sample 1 n = 245; sample 2 n = 234). Results 
from this study suggested that guilt was only moderately associated with depression, 
when compared to shame. In addition, the authors noted that the correlations between 
guilt and depression were ascribable to the shared variance between guilt and shame, 
suggesting that guilt had little, if any, association to depression (Tangney et al., 1992). 
The meta-analysis conducted by Kim and colleagues (2011) reported similar findings and 
concluded that, across numerous studies, shame showed significantly stronger 
associations to depression relative to guilt. However, there were two different forms of 
guilt that were statistically indistinguishable from shame, which included generalized 
guilt and contextual-maladaptive guilt. Generalized guilt was defined as evaluating the 
global self in a negative manner, which is similar to shame-like appraisals. Contextual 
maladaptive guilt was defined as feelings of guilt embedded in a specific context, and 
involved inappropriate attributions of personal responsibility. Although the variety of 
definitions of guilt across the literature may have contributed to their particular findings, 
Kim and colleagues (2011) concluded that “shame-free guilt” or guilt with shame 




 Overall, the research on the association between guilt and depression has 
produced discrepant results. Some studies assert that guilt holds a strong association to 
depression symptomatology. In contrast, other studies attribute the link to guilt and 
depression to the shared association between the constructs of guilt and shame. These 
studies further suggest that shame, relative to guilt, is more strongly associated with 
depression symptomatology. The literature remains ambiguous in regard to the specific 
influence of guilt on psychopathology.   
Summary of Cognitive Factors Common to PTSD and Depression 
 As highlighted in the studies reviewed thus far, theoretical models of PTSD and 
depression appear to share similar cognitive appraisals in the persistence and severity of 
these disorders. First, each of the models views negative self evaluation in the form of 
negative beliefs about the self as a central theme to the maintenance of each disorder. 
Models of PTSD focus on negative thoughts regarding the competency of the self, which 
reinforce a current state of threat and contribute to the maintenance of the disorder. 
Depression models depict thoughts of self-depreciation in the form of self-criticism and 
disparagement towards the self, which exacerbate symptoms of depression. Furthermore, 
both disorders have been linked to shame, a negative evaluation of the entire self that 
includes disapproval and discontentment towards one’s self. As reviewed in the studies 
above, shame has been shown to contribute to the severity of both PTSD and depression. 
Finally, depression has shown associations with low self-esteem, a construct that focuses 






Summary of Cognitive Factors Unique to PTSD or Depression 
 Appraisals have also been shown to be unique in their contribution to theoretical 
models of PTSD and depression. In particular, PTSD has shown strong associations with 
appraisals focused on the dangerousness of the world. A heightened sense of safety and 
an exaggerated sense of danger for one’s life can increase an individual’s current sense of 
threat and contribute to PTSD severity. Cognitions of guilt, particularly perceptions of 
wrongdoing, responsibility or lack of justification for actions taken, and hindsight bias 
(i.e., the belief that one could have prevented a negative outcome after the event takes 
place), have been shown to hold robust associations with PTSD severity. Thus, it appears 
that individuals’ negative evaluations of the behaviors that they either completed or failed 
to complete during the trauma contribute to the severity of PTSD. Depression however, 
has shown strong associations with negative cognitions of hopelessness and pessimism 
for the present and future, and negative evaluation of past events. Finally, conflicting 
results have been found for the association between guilt and depression. Specifically, 
some authors support a robust link between guilt and depression, and others report little 
association, if any, exists between them. In particular, it appears that once shame is 
partialled out from the assessment of guilt, appraisals of guilt no longer hold an 
association to depression in these studies. 
Limitations to the Previous Literature  
 Several limitations arise in considering the previous literature. First, prior research 
has rarely inquired as to how specific factors differentially work to maintain specific 
pathologies among comorbid mental health problems in the aftermath of traumatic 




examination of factors that may contribute to the maintenance of these disorders both 
separately and together appears to be a warranted inquiry.  
 Second, although the literature highlights both similarities and differences 
regarding the factors that influence PTSD and depression, research has not yet 
simultaneously examined unique and shared cognitive appraisals that contribute to each 
disorder. This is an important limitation to the current state of the literature given that 
recent theoretical accounts of posttrauma pathology emphasize the role of specific 
posttrauma appraisals in the maintenance and severity of depression and PTSD (Beck, 
1987; Dalgleish, 2004). The few studies that have examined the link between particular 
cognitive appraisals and different trauma-related pathologies did not assess for specific 
factors that may be common to these psychological disorders. For example, Ehring and 
colleagues (2008) examined whether cognitive factors were a more powerful predictor of 
PTSD, depression, and travel phobia compared to specific symptoms of these disorders, 
as well as a set of predictors of PTSD previously identified in a meta-analysis (Ozer, 
Best, Lipsey, & Weiss, 2003). These authors therefore did not seek to identify specific 
factors that may be common across these disorders. A study conducted by DePrince and 
colleagues (2011) focused on whether specific posttrauma appraisals predicted different 
forms of trauma-related distress (i.e., depression, dissociation, and PTSD) above and 
beyond characteristics of the individuals’ trauma. They further investigated whether 
specific appraisals held unique associations with each form of trauma-related distress. 
Thus, these authors assessed for the unique associations of posttrauma appraisals with 
specific forms of distress and made no a priori assumptions about certain appraisals that 




  In addition, no study to date has examined the impact of maladaptive appraisals 
on both PTSD and depression severity following IPV. Given that research has 
emphasized maladaptive cognitive appraisals as important factors in psychopathology 
following IPV (Kubany & Manke, 1995), this population offers a unique opportunity to 
examine the contributions of these appraisals to psychopathology severity and 
maintenance. Furthermore, research examining the maintenance of posttrauma 
psychopathology has focused primarily on cognitive appraisals derived from theoretical 
models of PTSD and depression, with little emphasis placed on additional appraisals 
outside of these models. It is possible that examination of additional appraisals, such as 
those of shame and guilt, will help to elucidate the specific appraisals that are unique to 
each disorder and may help determine whether these disorders share negative appraisals 
that perpetuate their symptomatology. Finally, previous studies have mostly used self-
report measures when assessing PTSD and depression outcomes, with few studies 
utilizing interviewer-rated measures. A principle drawback to self-report measures of 
psychopathology is the potential for over-endorsement or under-endorsement of 
symptoms. Thus, a final limitation of previous research in this area is the measurement of 
psychopathology used in prior studies generally consists of self-report measures. By 
assessing posttrauma psychopathology with interviewer-rated instruments, researchers 
are able to obtain a more rigorous measure of psychological disorders.     
Present Study 
 To address these limitations, the present study explored cognitive appraisals that 
uniquely contribute to the severity and maintenance of PTSD and depression among 




the severity of both disorders will be examined. Specifically, theoretical factors that are 
predicted to underlie PTSD and depression will be examined, as well as factors not 
specified in these models such as shame and guilt. Finally, interviewer-rated measures of 
PTSD and depression will be used to obtain a more rigorous diagnosis of posttrauma 
psychopathology.  
 Consistent with the theoretical models of PTSD, it is predicted that cognitive 
appraisals pertaining to global perceptions of threat (e.g., dangerousness of the world) 
will hold a positive relationship with PTSD, such that higher levels of global threat 
appraisals will be associated with greater PTSD severity. In addition, based upon 
previous research, it is hypothesized that trauma-related appraisals of guilt will hold a 
positive association with PTSD. Specifically, higher levels of guilt will be associated 
with greater PTSD severity. Drawing upon theoretical models of depression, cognitions 
of hopelessness about the present and future, and negative evaluation of past experiences 
(i.e., depression cognitions) are expected to hold a positive relationship with depression, 
such that more depression cognitions will be associated with greater depression severity. 
Negative appraisals of the self are predicted to significantly contribute to both disorders 
and possibly contribute to the comorbid nature between these pathologies. Specifically, 
negative self thoughts, shame, and low self-esteem, are hypothesized to be associated 
with more severe PTSD and depression. Finally, given the ambiguous nature of guilt in 
the depression literature, no specific predication will be made regarding the possible 
association between this cognitive appraisal and depression.  
 Results from the present research may help to clarify whether certain cognitive 




Identifying these appraisals, as well as their unique or shared contribution to PTSD and 
depression, can provide a better understanding of how these disorders are maintained 
following IPV. Further, findings from this study may provide additional clarity regarding 
the influence of cognitive appraisals that are outside the scope of current theoretical 
models of psychopathology concerning the maintenance and severity of PTSD and 
depression. Identifying additional appraisals that may contribute to posttrauma 
psychopathology has the potential to inform clinical interventions for IPV survivors. 
Further, given the prevalence of comorbid pathology following trauma exposure, 
identifying factors that contribute to both PTSD and depression will provide insight into 
how disorders may be maintained in the context of other disorders.  
Method 
Participants  
Data were from an ongoing research study examining the influence of IPV on 
psychological functioning. Participants were 237 women who were seeking mental health 
services for emotional difficulties following IPV. Participants were recruited from 
college campuses, churches, advocacy centers, and public service announcements. 
Women qualified for assessment if their IPV involved threatened death or serious injury 
and their emotional response involved intense fear, helplessness, horror, or the perception 
that they would die (Criterion A for PTSD; APA, 2000). These features were evaluated 
using the IPV Interview (see below). Fourteen women were not included in the current 
research because their emotional response to the IPV did not include intense fear, 
helplessness, horror, or perceived life threat (Criterion A2 for PTSD; APA, 2000). An 
additional 18 women were excluded for the following reasons: psychotic symptoms (n = 




reporting interpersonal violence that was not from a romantic partner (e.g., assault from a 
stranger; n = 2). Further, data from participants who did not complete the assessment 
services and thus, provided incomplete data on the predictor and outcome variable 
measures used in this study were excluded (n = 92). The final sample consisted of 113 
participants.  
Comparison of demographic variables for women who provided complete versus 
incomplete data revealed significant differences with respect to race and level of 
education. The analytic sample included significantly more non-minority participants 
than the exclusion sample (Χ
2
 = 6.39, p < .05). Further, the analytic sample included a 
significantly larger number of participants who received a college degree compared to the 
exclusion sample (Χ
2
 = 5.21, p < .05). The analytic sample did not show significant 
differences with respect to age, household income, and relationship status compared to 
the exclusion sample (p values >.56). Despite the noted differences between the analytic 
sample and the exclusion sample, the overall pattern of these analyses was toward non-
significant differences. Accordingly, the analyses were conducted without implementing 
a procedure to control for these demographic variables. Characteristics of the final 
sample and the exclusion sample are presented in Table 1. 
Measures   
 IPV. The IPV Interview is a semi-structured assessment developed by the clinic 
director and was used to assess the type and severity of participants’ reported IPV, as 
well as their response(s) to the interpersonal violence (e.g., reactions of fear, 
helplessness, or horror). Responses pertaining to the individual’s reaction to the abuse 




Table 1  
Sample Demographics  
 
                          Participants Excluded for                   Analytic Sample       
                           Incomplete Data   
   
                                                             (n = 92)          (n = 113)                     
 
  M = 35.64  SD = 10.02     M = 36.69  SD = 11.84    
Age   
Race*  
       Non-Minority   
  Caucasian 27 (29.3%)   65 (57.4%)  
 Minority 
  African American 46 (50.0%)   35 (31.0%)    
 Hispanic  3   (3.3%)   3 (2.7%) 
  Asian 0 (0.0%)   3 (2.7%) 
 Native American 1 (1.1%)    0 (0.0%) 
  Other 10 (10.9%)   7 (6.2%) 
Education Level*   
 No college degree  
 High School or below 8 (8.7%)   15 (13.3%) 
 Some college 57 (62.0%)    45 (39.8%) 
 College degree 
 Associates degree 10 (10.9%)   7 (6.2%) 
 Bachelor degree 8 (8.7%)   16 (14.2%) 
 Some graduate 2 (2.2%)     7 (6.2%) 
 2-year advanced degree 2 (2.2%)    11 (9.7%) 
 Doctoral degree 1 (1.1%)   12 (10.6%) 
Household Income  
 Below $20,000 
 $0 - $10,000 29 (31.5%)   22 (19.5%) 
 $10,001 - $20,000 17 (18.5%)   27 (23.9%) 
 Above 20,000  
 $20,001 - $40,000 10 (10.9%)   21 (18.6%) 
 $40,001 - $60,000 8 (8.7%)   10 (8.8%) 
 $60,001 - $70,001+ 17 (18.5%)   19 (16.8%) 
Relationship Status  
 Romantically Involved 
  Married 13 (14.1%)   20 (17.7%)  
  Cohabitating 10 (10.9%)   9 (8.0%) 
  Non-cohabiting partner 4  (4.3%)   1 (0.9%)  
 Non-Romantically Involved 
 Single  31 (33.7%)   30 (26.5%) 
 Separated or Divorced 30 (32.6%)   52 (46.0%) 
 Widowed 4  (4.3%)   1 (0.9%) 
Note. Some of the values and percentages do not sum to 100 due to incomplete data.  





higher on ratings of fear, helplessness, or horror indicating that the IPV was experienced 
as traumatic. Cut points of 50 on these scales have been used successfully in related work 
(e.g., Beck et al., 2004) to determine if the target event satisfied Criterion A2 (i.e., intense 
feelings of fear, helplessness, and horror; APA, 2000). For the proposed study, the IPV 
interview was used to determine whether the IPV qualified as a Criterion A traumatic 
event (APA, 2000). 
PTSD. The Clinician-Administered PTSD Scale (CAPS; Blake et al., 1990) is a 
semi-structured interview that assesses the frequency and intensity of PTSD symptoms 
identified in the current Diagnostic and Statistical Manual of Mental Disorders-IV (DSM-
IV; APA, 2000). The CAPS was used as a diagnostic tool in the assessment and diagnosis 
of PTSD from IPV. The CAPS includes seventeen standardized questions to determine 
the frequency and intensity of each symptom that is listed within the current PTSD 
symptom criteria (APA, 2000). Symptoms were assessed in the preceding month, using a 
5-point scale ranging from 0 (the symptom does not occur or does not cause distress) to 4 
(the symptom occurs every day or causes extreme distress). A CAPS severity score was 
determined using the 1 (frequency)/2 (intensity) criterion as recommended by Blanchard 
and colleagues (Blanchard, Jones-Alexander, Buckley, & Forneris, 1996). Based on this 
criterion, both a symptom rating equal to or greater than one on frequency, and a rating 
equal to or greater than 2 on intensity, were counted as a symptom towards the overall 
diagnosis of PTSD. To determine a diagnosis, interviewers derived an interviewer-coded 
clinical severity rating (CSR) depicting their judgment of the degree of distress and 
impairment associated with PTSD. The clinical severity rating (CSR) was rated on a 9-




(numerous, frequent symptoms reported during specified time interval that cause extreme 
distress and interference). As recommended by DiNardo, Moras, Barlow, Rapee, and 
Brown (1993), a CSR of 4 or higher was used to indicate that a condition meets the 
diagnostic threshold for a clinical diagnosis. As noted in previous research, the CAPS has 
excellent support for its reliability and validity, with alpha coefficients ranging from .73 
to .98, and two to three day test-retest reliability ranging from .78 to .87 (Weathers, 
Keane, & Davidson, 2001).   
The CAPS interview was administered by trained clinicians who were advanced 
psychology doctoral students. All interviews were videotaped and approximately 30% (n 
= 35) were randomly selected and reviewed by an independent clinician to establish 
diagnostic reliability. Interrater agreement for CSR coding was assessed using intraclass 
correlation (ICC) and was excellent for IPV-related PTSD (ICC = .97). 
Depression. The Anxiety Disorders Interview Schedule - IV (ADIS-IV; DiNardo, 
Brown, & Barlow, 1994) is a semi-structured interview used to diagnose anxiety, mood, 
somatoform, and substance use disorders. The ADIS-IV follows criteria outlined in the 
current DSM for each specific disorder, and provides screening items for the presence of 
other disorders (e.g., psychotic disorders). This instrument was used to determine 
interviewer coded severity of symptoms of depression. Similar to the CAPS, interviewers 
assigned a 0 (no symptoms reported, no distress or interference) to 8 (numerous, frequent 
symptoms reported during specified time interval that cause extreme distress and 
interference) CSR, indicating their judgment of the degree of distress and impairment 
associated with depression. To maintain consistency across conditions, a CSR of 4 or 




clinical diagnosis. Following the example set by Brown and colleagues (2001), the CSRs 
for MDD and dysthymia were combined to form one category (depression) by selecting 
the higher of the two CSRs. The ADIS-IV is widely used as a diagnostic tool with 
acceptable validity and diagnostic reliability for the mood disorders (Brown, DiNardo, 
Lehman, & Campbell, 2001). As with the CAPS, approximately 30% (n = 35) of 
interviews were selected randomly and rated by an independent clinician. Interrater 
agreement was calculated using intraclass correlation. In this report ICC was excellent for 
both MDD (ICC =.91) and Dysthymic Disorder (ICC = .99).  
Global Threat. The ‘Negative Cognitions About the World’ subscale of the 
Posttraumatic Cognitions Inventory (PTCI; Foa et al., 1999) was used to assess 
maladaptive beliefs about the dangerousness of the world. This subscale contains 7 self-
report items that are rated on a 7-point Likert scale from 1 (total disagree) to 7 (totally 
agree). Participant responses were anchored to their IPV. Example items include “I have 
to be on guard all the time” and “You can never know who will harm you.” A total score 
was calculated by summing each item, with higher scores reflecting more maladaptive 
beliefs about the safety of the world. This subscale demonstrates good reliability (α = .88) 
and temporal stability (r = .84 to .86; Foa et al., 1999). Convergent and discriminant 
validity for this subscale has been previously established (Foa et al., 1999). In the current 
report, the internal consistency of the PTCI World subscale was good at .86.  
 Guilt. The Trauma-Related Guilt Inventory (TRGI; Kubany et al., 1996) is a 32-
item self-report scale designed to measure three specific faucets of guilt, including Global 
Guilt (4 items), Distress (6 items), and Guilt Cognitions (22 items). For the purposes of 




target guilt-related beliefs including hindsight-bias, perceptions of responsibility/lack of 
justification for one’s behavior, and wrongdoing. Items were anchored to participants’ 
IPV. Example items include “I could have prevented what happened” and “what I did 
was unforgiveable.” Items were scored on a 5-point scale, with anchors ranging from 
1(extremely true) to 5 (not at all true). Four items were reverse scored, and a total score 
was calculated by summing each item. Higher scores indicate greater levels of guilt. The 
TRGI demonstrates good convergent validity with other measures of guilt that tap into 
event-related guilt (r = .55 to .58; Kubany et al., 1996). Discriminant validity with 
nonevent-related guilt measures has also been established (r = .04 to .05). Internal 
consistency is strong for each scale, with alphas ranging from .86 to .90 and test-retest 
reliability ranges from .73 to .86. Coefficient alpha for the TRGI Guilt Cognitions 
subscale was .77 for the current study. 
 Depression Cognitions. The Beck Depressive Inventory-II (BDI-II; Beck, Steer, 
& Brown, 1996) is a 21-item self-report measure that assesses the severity of depression.
1
 
The BDI-II contains two subscales measuring both Cognitive (8 items) and Somatic-
Affective (13 items) dimensions of depression. In this study, the Cognitive subscale was 
used. Items on this scale assess cognitions associated with Beck’s cognitive triad (1976) 
including negative cognitions about the past (e.g., “I feel I am a total failure as a 
person”), pessimism for the future (e.g., “I feel my future is hopeless and will only get 
worse”), and self-deprecation (e.g., “I feel more worthless as compared to other people”). 
Each item is rated from 0 to 3, with higher scores reflecting more severe depressive 
cognitions. Factor analytic studies offer support for the two-dimensional nature of the 
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The BDI-II scale was not included in the appendix of this report due to copyright 




BDI-II, which includes the Cognitive subscale. Within a sample of clinically depressed 
females, Bedi, Koopman, and Thompson (2001) identified the Cognitive subscale, 
providing support for the subscales reliability. Internal consistency for the subscale was 
good (α = .83; Bedi et al., 2001). Steer, Ball, Ranieri, and Beck (1999) also derived the 
Cognitive subscale using a sample of clinically depressed outpatients (coefficient alpha = 
.81). Factor validity for the BDI-II is strong, with a number of reports supporting the 
validity of the BDI-II (see Beck et al., 1996; Steer et al., 1999). Coefficient alpha for the 
BDI-II Cognitions subscale was .84 for the current report.  
 Negative Self Thoughts. The ‘Negative Cognitions About the Self’ subscale of 
the PTCI (Foa et al., 1999) was used to assess negative perceptions of the self. This 
subscale contains 21 self-report items that are rated on a 7-point Likert scale from 1 (total 
disagree) to 7 (totally agree). Participant responses were anchored to their IPV. Example 
items include “I am inadequate” and “I can’t rely on myself.” A total score was 
calculated by summing each item, with higher scores reflecting more negative self-
thoughts. Internal reliability for this subscale is excellent at α = .97 (Foa et al., 1999). 
This subscale has good support for it validity (Foa et al., 1999). Coefficient alpha for the 
PTCI Self subscale was .94 for the current report.  
 Shame. The Internalized Shame Scale (ISS; Cook, 1994, 2001) contains 30 self-
report items designed to measure trait shame. The scale is comprised of two scales 
including a shame subscale (24 items) and a self-esteem subscale (6 items). For the 
purposes of the present study, only the shame scale was examined. Each item was rated 
on a 5-point Likert scale from 0 (never) to 4 (almost always). A total score was calculated 




ISS Shame subscale demonstrates excellent internal consistency (α = .96) and good test-
retest reliability (r = .84; Cook 1994, 2001). This subscale also has good support for its 
validity (see Cook, 1996). In the current report, coefficient alpha for the ISS Shame 
subscale was excellent at .97. 
 Self-Esteem. The Rosenberg Self-Esteem Scale (RSE; Rosenberg, 1965) contains 
10 self-report items that measure global self-esteem. Participants rank items on a 4-point 
scale, with anchors ranging from strongly agree to strongly disagree. Five items were 
reverse scored, and all items were summed to obtain a total score. Higher scores reflect 
greater self-esteem. The RSE demonstrates robust psychometric properties including 
Cronbach’s alpha for various samples ranging from .77 to .88 (Blascovich & Tomaka, 
1993) and test-retest reliability ranging from .72 to .88 (Gray-Little, Williams, & 
Handcock, 1997). The RSE is a widely used self-concept measure in psychological 
research, and has considerable support for its validity (Blascovich & Tomaka, 1993). 
Coefficient alpha for RSE was .92 in the current report.  
Procedure 
The University of Memphis Institutional Review Board previously reviewed data 
collection procedures for this study. All individuals who contacted the clinic were 
screened by the clinic director to determine if they were appropriate candidates for the 
study (e.g., experienced IPV), and were provided information about the project. Eligible 
individuals were invited to the clinic for participation. All participants provided consent 
and completed an interview detailing characteristics of their IPV to determine whether 
they experienced intense fear, helplessness, or horror, or the perception that they would 




Women were evaluated using the CAPS and the ADIS-IV to assess for pathological 
interference with daily activities and emotional distress for current psychological 
symptomatology, including PTSD and depression. Participants then completed self-report 
measures. These assessments were completed across a series of 1 to 4 sessions. 
Following the assessment, participants returned for a final session and were given 
feedback concerning their evaluations, debriefed, and provided with community referrals 
for additional services where appropriate.  
Results 
Sample Characteristics 
 Thirty-two participants (28%) received a clinical diagnosis of PTSD and 42 
(37%) participants received a depressive disorder diagnosis (MDD = 33 [29%]; 
Dysthymic Disorder = 8 [7%]; comorbid MDD and Dysthymic Disorder = 1 [< 1%]). 
Eighteen women (16%) met clinical criteria for comorbid PTSD and Depression. See 
Table 2 for specific details regarding clinical and subclinical diagnoses. Sixteen women 
(14 %) reported involvement in a current IPV relationship. In the majority of these cases 
however (n = 12), women denied any concerns for their physical safety. Nine of these 
women were currently in the process of ending their romantic relationship with the 
perpetrator.  
Preliminary Analyses  
Preliminary analyses were conducted using SPSS Version 17.0. Data were 
thoroughly screened based on recommendations of Tabachnick and Fidell (2011). Data 
were initially cleaned using pairwise deletion. For cases in which the degree of missing 





Clinical and Subclinical Diagnoses of PTSD and Depression based from Diagnostic 
Interviewer Clinical Severity Ratings 
       
Diagnostic No PTSD Subclinical Clinical  Total 
Status Symptoms PTSD PTSD  
 (CSR = 0) (CSR = 1, 2, or 3) (CSR ≥ 4) 
 
No Depression  5 (4.4%) 30 (26.5%)    6 (5.3%) 41 (36.3%) 
Symptoms  
(CSR = 0) 
 
Subclinical 3 (2.7%) 19 (16.8%)  8 (7.1%) 30 (26.5%)  
Depression 
(CSR 1, 2, or 3) 
 
Clinical  3 (2.7%) 21 (18.6%) 18 (15.9%) 42 (37.2%) 
Depression 
(CSR ≥ 4) 
 
Total 11 (9.7%) 70 (62.0%) 32 (28.3%) 113 (100%) 
 
Note. Values equal frequency of diagnoses. Clinical Severity Ratings (CSR) are on a 0-8  
scale. Depression ratings include individuals diagnosed with MDD and/or Dysthymic  





was used (Switzer & Roth, 2002). All variables were then examined for completeness 
using listwise deletion. Participants missing data for any of the independent or dependent 
variables were excluded from the analyses (n = 92). The final sample included 113 
participants. The range (minimum and maximum values), means, and standard deviations 
of all variables were inspected. There were no identified univariate or multivariate 
outliers. Skew and kurtosis values were all within normal limits (i.e., skew values less 
than 3.0 and kurtosis values less than 8.0; Kline, 2011). Means, standard deviations, 
skewness, kurtosis, and zero-order correlations for all variables are reported in Table 3. 
As seen in this table, there were high levels of bivariate associations between some of the 
predictor variables. Collinearity diagnostics showed that all of the predictor variables 
were within an acceptable range for tolerance (> 0.1) and the variance inflation factor 
(VIF < 4.0). However, some of these variables were approaching the non-normal limit 
(i.e., negative self concept VIF = 3.33; depression cognitions VIF = 3.10). Because these 
variables were still within the appropriate range, data were deemed acceptable to proceed 
with analyses (O’Brien, 2000; Tabachnick & Fidell, 2011), although it was recognized 
that notable collinearity was present.  
Approach to Structural Modeling    
To address the main hypotheses of the study, data were analyzed using structural 
equation modeling (SEM). Data analyses were conducted using IBM AMOS 18.0 
software (Arbuckle, 2006). A two-step approach to SEM modeling was used which 
involved: a) estimation of the measurement model (i.e., access goodness of fit) and b) 
examination of the structural model (Kline, 2011). Four fit indices were used to 
determine model fit, including Chi Square (X
2 





Zero-Order Correlations, Means, Standard Deviations, Skewness, and Kurtosis among the Variables 
_______________________________________________________________________________________________ 
 




 1.  Global Threat  ---  
 2.  Guilt  0.31* --- 
 3.  Depression Cognitions  0.50* 0.44* ---   
 4.  Negative Self Concept
a
 0.52* 0.51* 0.79* ---    
        5. Negative Self Thoughts 0.60* 0.45* 0.72* 0.91* --- 
             6. Shame 0.49* 0.51* 0.75* 0.95* 0.80* --- 
        7. Self-Esteem -0.37* -0.45* -0.73* -0.92* -0.73* -0.83* --- 
Outcome Variables 
 8.  PTSD 0.26* 0.14 0.31* 0.34* 0.41* 0.29* -0.25* --- 
 9.  Depression  0.28* 0.27* 0.60* 0.54* 0.50* 0.47* -0.53*    0.33*     --- 
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _   
 
 Mean 4.75 2.02 8.53 -0.02 3.26 46.82 16.96 2.83 2.65 
 SD 1.39 0.84 5.15 2.79 1.33 22.56   6.61    1.96       2.34 
                                        Skew         -0.35 0.10 0.35 -0.03 0.12 -0.06   0.01    0.54       0.37 
 Kurtosis -0.39 -0.59 -0.19 -0.51 -0.84 -0.66  -0.11   -0.74      0.49 
________________________________________________________________________________________________ 
Note. (n = 113). 
a
 Negative self concept presented in this table represents the composite variable used in the regression  
analyses. Correlations between the negative self concept latent variable and the other variables were nearly identical to  





Approximation (RMSEA), the Comparative Fit Index (CFI), and the Tucker-Lewis Index 
(TFI). Model fit is evaluated based on the percentage of variance explained in the 
measurement model. A nonsignificant X
2 
(> .05) indicates that the observed covariance 
matrix is similar to the predicted covariance matrix. Recommendations from MacCallum, 
Browne, and Sugawara (1996) were used to assess fit indices for RMSEA, or the absolute 
measure of fit based on the non-centrality parameter. Fit indices < .06, .06-.08, and > .08 
indicate excellent, adequate, and poor fit, respectively. The CFI is an indicator of the 
difference between the observed and predicted covariance matrices. Limits for this fit 
index range from 0-1.0, where 1.0 indicates the best fit (Hu & Bentler, 1999). For the TFI 
(and the CFI), another incremental fit index, values close to .90 or greater are considered 
acceptable, values close to .95 or greater are considered close fit, and values close to 1.0 
are considered excellent fit (Hu & Bentler, 1999).  
PTSD  
PTSD Measurement Model. Step one of the SEM analysis involved assessment 
of the measurement model depicted in Figure 1. As illustrated, the constructs of negative 
self thoughts, shame, and self-esteem were deemed to share a common conceptual theme 
of negative self evaluation and were used to comprise an aggregate latent variable labeled 
“negative self concept.” The manifest variables included in the latent variable were the 
PTCI Self subscale, RSE, and ISS Shame subscale. Step one involved model estimation, 
which included evaluating the adequacy of the measurement model based from the fit 
indices and parameter estimates. 
Results from step 1 indicated that the PTSD measurement model provided a poor 
fit to the data (Χ
2








Figure 1. Measurement model examining the relations between cognitive appraisals and Posttraumatic Stress Disorder (PTSD).   
Global Threat = PTCI World subscale; Guilt = TRGI Guilt Cognitions subscale; Self-Esteem = RSE scale; Shame = ISS Shame subscale;  






indices indicating acceptable fit (CFI = .96). The path coefficients for the latent variable 
and covariance estimates between the variables are presented in Figure 2. Modification 
indices and standardized residuals were examined in order to determine areas of strain 
within the model. Inspection of both modification indices and standardized residuals 
suggested that the fit for the model could be improved if a covariance was added between 
PTCI World (global threat) and PTCI Self (negative self thoughts) subscales 
(modification index = 11.77). Although subscales that are derived from the same measure 
can be correlated as a result of their scaling (Cohen, Cohen, West, & Aiken, 2003) and 
adding a covariance between indicators of the same scale can possibly improve model fit, 
this modification could not be conceptually supported for this study. Specifically, there 
was no theoretical basis to suggest that global threat is a part of negative self concept. 
Further, it is not recommended to modify a measurement model based entirely on 
statistical criteria. Kline (2011) suggests that using modification indices to guide model 
specification is not likely to produce a more accurate measurement model, and instead 
emphasizes the use of empirical knowledge and relevant theory to inform modification 
statistics. Thus, because there was no plausible theoretical rationale for incorporating 
global threat into the negative self concept latent variable, this modification was not 
made. Further, examination of the correlations between the variables suggested a high 
degree of interrelation (see Table 3). Although the correlations were high in general, the 
correlation between depression cognitions and negative self concept was unacceptably 
high (r = .82). The high correlation between depression cognitions and negative self 
concept raises concern for the possibility of complications arising from multicollinearity. 







Figure 2. Measurement model examining the relations between cognitive appraisals and Posttraumatic Stress Disorder (PTSD). Values 
depicted in the figure include standardized path coefficients for the latent variable and covariance estimates between the variables. Global 
Threat = PTCI World subscale; Guilt = TRGI Guilt Cognitions subscale; Self-Esteem = RSE scale; Shame = ISS Shame subscale; 
Negative Self Thoughts = PTCI Self subscale; Depression Cognitions = BDI-II Cognitions subscale; PTSD = PTSD clinical severity rating 





resulting in a lack of unique variance between the predictors available to predict PTSD 
(Tabachnick & Fidell, 2011). Because the measurement model demonstrated poor fit and 
there were no appropriate modification that could be made to the data, the PTSD 
measurement model was unable to be analyzed in a path model (step 2).  
Depression  
Depression Measurement Model. The depression measurement model is 
depicted in Figure 3. Results indicated that this measurement model provided a poor fit to 
the data (Χ
2
 = 24.32, p < .01, RMSEA = .14), with only 2 of the 4 indices indicating 
acceptable fit (TLI = .91, CFI = .97). The path coefficients for the latent variable and 
covariance estimates between the variables are presented in Figure 4. Modification 
indices and standardized residuals were examined in order to determine areas of strain 
within the model. Similar to the PTSD model, inspection of both modification indices 
and standardized residuals suggested that the fit for the model could be improved if a 
covariance was added between PTCI World (global threat) and PTCI Self (negative self 
thoughts) subscales (modification index = 13.88). However, following recommendations 
by Kline (2011), this modification was not made because it could not be conceptually 
supported for this study. As mentioned previously, there was no theoretical rationale for 
including global threat within the negative self concept latent variable, therefore no 
modifications were made. 
Similar to the PTSD model, there was a high degree of interrelation among the 
variables (see Table 3), particularly among depression cognitions and negative self 
concept (r = .82). Although the tolerance and VIF levels of the predictor variables were 







Figure 3.  Measurement model examining the relations between cognitive appraisals and depression. Global Threat = PTCI World 
subscale;  Guilt = TRGI Guilt Cognitions subscale; Self-Esteem = RSE scale; Shame = ISS Shame subscale; Negative Self Thoughts = 









Figure 4. Measurement model examining the relations between cognitive appraisals and depression.  Values depicted in the figure include 
standardized path coefficients for the latent variable and covariance estimates between the variables. Global Threat = PTCI World 
subscale;    Guilt = TRGI Guilt Cognitions subscale; Self-Esteem = RSE scale; Shame = ISS Shame subscale; Negative Self Thoughts = 
PTCI Self subscale; Depression Cognitions = BDI-II Cognitions subscale; Depression = depression clinical severity rating 0-8. ** p ≤ 




raises the possibility that multicollinearity may be influencing the results. Accordingly, 
multicollinearity may be inflating the size of the error terms which can weaken the 
predictive power of the variables. Moreover, multicollinearity also raises the possibility 
of suppression, which can distort the relationships among the variables and produce 
spurious results (Tabachnick & Fidell, 2011). 
Alternative Data Analytic Procedure 
Due to potential effects from multicollinearity, it is possible that the poor fit for 
the PTSD and depression models may be a byproduct of the selected analytic approach. 
Accordingly, the structural models for the SEM analyses were not conducted for this 
study and an alternative data analytic procedure, stepwise regression, was selected for 
data analysis. It should be noted that this statistical procedure is somewhat controversial 
in the literature, primarily because decisions regarding which variables are included or 
omitted from the regression equation are based on statistics computed from the sample, as 
opposed to a priori assumptions based on theory (Tabachnick & Fidell, 2011). However, 
when multicollinearity is present, stepwise regression has been identified as a useful 
statistical method in identifying multicollinear variables. Stepwise regression has also 
been shown to be an acceptable method when seeking to identify specific predictor 
variables that are associated with an outcome variable. This method works to identify the 
strongest criterion variables associated with an outcome variable, by selecting predictors 
that fall within the range of the selected statistical criteria, while at the same time, 
eliminating predictors that no longer significantly contribute to the outcome variable 




assumptions that multicollinearity was influencing the data, to help to decrease the 
negative influence of multicollinearity between the variables.   
 In order to assess negative self concept in the regression analyses, and the 
variables that comprise it (negative self thoughts [PTCI Self], shame [ISS Shame], and 
self-esteem [RSE]) were combined into a single composite score. This composite score 
was computed by transforming each of the score totals into a z score total and summing 
them, a procedure that has been deemed acceptable in the literature (see Bobko, Roth, & 
Buster, 2007; McDonald, 1996). Because the RSE total score reflects greater levels of 
self-esteem, this scale was subtracted (not summed) when computing the composite 
score, as recommended by McDonald (1996). Effect size estimates were based on sr
2
 
values, which reflect the proportion of variance accounted for by each predictor variable. 
Cohen’s (1998) interpretation of effect size was used where sr
2
 values of .01 are 
considered small, .09 of medium magnitude, and .25 are considered large. 
Stepwise Regression Analyses  
 A set of two stepwise regression analyses were employed to explore the unique 
contribution of negative self concept, depression cognitions, global threat, and guilt on 
PTSD and depression, respectively. Each of the four predictors was examined 
simultaneously. The criteria for entry of predictors into the regression equation was based 
on the F value probability statistic, and variables were selected for entry into the 
regression at a probability level of .05 and removed from the equation at a probability 
level of .10. These method criteria are the default probability values in SPSS, and are 
considered to be conservative and acceptable method criteria for stepwise regression 




Predicting PTSD. The regression equation for predicting PTSD was significant 
with negative self concept entered first, F (1,111) = 14.28, p < .001, R
2
 = .11, sr
2
 = 0.1, 
suggesting that negative self concept explained unique variance of PTSD (B = .34, p < 
.001). This finding is consistent with previous research suggesting that negative 
evaluation of self contributes to PTSD severity. The other predictor variables, including 
depression cognitions (p = .43), global threat  (p = .29), and guilt (p = .71) were excluded 
from the analyses, suggesting that these values are not significant statistical predictors of 
PTSD (see Table 4). To determine whether involvement in a current IPV relationship had 
an influence on the results, these analyses were re-analyzed excluding women involved in 
a current IPV relationship (n = 16). Results remained the same (significance and effect 
size) suggesting that present involvement in an IPV relationship does not impact the 
effects of maladaptive cognitions on PTSD (see Table 5). 
Predicting Depression. The regression equation for predicting depression was 
significant with depression cognitions entered first, F (1,111) = 60.93, p < .001, R
2
 = .35, 
sr
2
 = 0.4, suggesting that depression cognitions explained unique variance of depression 
(B = .60, p < .001). This finding is consistent with previous research suggesting that 
depressive-related cognitions contribute to depression severity. The other predictor 
variables, including negative self concept (p = .15), global threat (p = .78), and guilt (p = 
.95) were excluded from the analyses, suggesting that these values are not significant 
statistical predictors of depression (see Table 4). Similar to the stepwise regression 
predicting PTSD, these analyses were re-analyzed excluding the sixteen women involved 
in a current IPV relationship to examine whether involvement in a current IPV 





Stepwise Regression Predicting PTSD and Depression  
 
 
Entered Variables  B     SE Beta F    t sr
2
     R
2
  p  
 
PTSD:       
 Negative Self Concept 0.24  0.06 0.34 14.28  16.24 0.1 0.11   <.001 
 
Depression:     
 Depression Cognitions 0.27 0.04  0.60 60.93  7.81 0.4 0.35   <.001 
 
 
Excluded Variables Beta In     t  p
                        
 
 
PTSD:   
 Depression Cognitions 0.12 0.79 0.43   
 Global Threat 0.11 1.07 0.29 
 Guilt -0.04 -0.37 0.71 
 
Depression: 
 Negative Self Concept 0.18 1.44 0.15 
 Global Threat  -0.03 -0.29  0.78 
 Guilt 0.01 0.07  0.95 
 






Stepwise Regression Predicting PTSD and Depression Excluding Women in a Current IPV Relationship  
 
 
Entered Variables  B     SE Beta F    t sr
2
     R
2
  p  
 
PTSD:       
 Negative Self Concept 0.21  0.07 0.30 9.56  3.09 0.1 0.09   <.01 
 
Depression:     
 Depression Cognitions 0.27 0.04  0.60 52.49  7.25 0.4 0.36   <.001 
 
 
Excluded Variables Beta In     t  p
                        
 
 
PTSD:   
 Depression Cognitions 0.17 1.09 0.28   
 Global Threat 0.09 0.81 0.42 
 Guilt 0.02 0.18 0.86 
 
Depression: 
 Negative Self Concept 0.13 1.00 0.32 
 Global Threat  -0.05 -0.56  0.58 
 Guilt 0.01 0.06  0.95 
 




effect size) suggesting that present involvement in an IPV relationship does not impact 
the effects of maladaptive cognitions on depression (see Table 5). 
Discussion  
The present research provides a novel inquiry into the unique and shared 
contribution of cognitive appraisals in the maintenance of PTSD and depression among 
IPV survivors. Four types of cognitive appraisals were examined including global threat, 
guilt, depression cognitions, and negative self concept (i.e., negative self thoughts, 
shame, and low self-esteem). The relationships between the predictor variables and 
outcome variables were first examined using SEM. Two separate SEM analyses were 
conducted, one examining PTSD and the other examining depression. For each of these 
analyses, data demonstrated poor fit to the measurement models. After examining the 
suggested statistical options for modifying each of these models, it was determined that 
any modifications made to the models could not be conceptually supported. Therefore no 
modifications were made, and the structural models were not examined. In considering 
the null findings produced by the SEM analyses, it is possible that the poor fit 
demonstrated by these models may have been the result of multicollinearity, as evidenced 
by the degree of correlation among the variables, particularly negative self concept and 
depression cognitions. An alternative set of analyses was therefore selected in order to 
examine the study hypotheses. Stepwise regression was selected because of this method’s 
ability to isolate variables that share high levels of variance with one another (Tabachnick 
& Fidell, 2011). Two separate regression analyses were conducted, one examining 
cognitive appraisals in their relation to PTSD and the other examining their relation to 




unique predictor of PTSD. Based on the statistical criteria of stepwise regression, none of 
the other cognitive appraisals were selected for entry into the regression model, 
suggesting that global threat, guilt, and depression cognitions may not be unique 
predictors of PTSD. For the depression regression, depression cognitions emerged as the 
only unique predictor of depression. The other cognitive appraisals (negative self 
concept, global threat, and guilt) were not selected for entry into the regression, therefore 
suggesting that these variables may not be unique predictors of depression.  
The results of these regression analyses should be interpreted with recognition for 
this study’s cross-sectional design. The term ‘predictors’ in the present study is used to 
denote the statistical relationship between the independent variables with the outcome 
variable in each of the regression analyses, rather than describing a causal relationship. 
Thus, negative self concept and depression cognitions should not be interpreted as causal 
in their relationship to PTSD and depression, respectively. Instead a more appropriate 
interpretation of these associations would be that each of these cognitive appraisals may 
serve as potential maintenance factors of psychopathology, or perhaps these appraisals 
represent consequences of psychopathology following IPV.  
Cognitive Appraisals Predicting PTSD  
Negative self concept emerged as a significant predictor of PTSD, which is 
congruent with prior research suggesting that maladaptive beliefs concerning the 
competency of the self and appraisals of self-devaluation are associated with the 
maintenance and severity of posttrauma symptoms (e.g., Foa et al., 1999; Janoff-Bulman, 
1992). These data further highlight the salient role of negative self concept in the severity 




cognitions regarding negative self thoughts and PTSD (e.g., Foa & Riggs, 1993), this 
study built upon previous work through the inclusion of appraisals of shame and low self-
esteem in their relation to posttrauma symptoms. Together, these three constructs were 
conceptualized as a composite variable reflecting negative self concept. As predicted, 
examining a broader range of negative self evaluative appraisals in their association with 
PTSD proved fruitful and demonstrated how negative self concept may be viewed as a 
broad construct reflecting internal cognitions of shame, low self-esteem, and negative self 
thoughts.  
 Contrary to prediction, the present research failed to identify cognitions of global 
threat as a significant predictor of PTSD. Although some research supports negative 
perceptions of the dangerousness of the world as a contributing factor to the maintenance 
of PTSD (e.g., Dunmore et al., 1997; Foa et al., 1999), previous work has shown that 
negative appraisals of the self often emerge as a more salient predictor of PTSD, relative 
to maladaptive appraisals regarding the safety of the world (e.g., Bryant & Gunthrie, 
2007; O’Donell et al., 2007). Results from the present research are similar to previous 
studies that identified a positive relation between global threat and PTSD, but failed to 
identify global threat as a unique predictor of the disorder. Further, cognitions of guilt 
failed to hold a significant association with PTSD. This particular finding is in contrast to 
previous work which has shown that aspects of guilt, specifically pertaining to the 
individuals’ behavior during the traumatic event, contribute to PTSD (Kubany et al., 
1995). This finding raises questions about whether or not guilt is a unique aspect of 
PTSD or if it is likely experienced by IPV survivors, regardless of whether or not they 




presenting problem that frequently co-occurs with women who have IPV, but may not be 
a product of PTSD itself. Previous work, however, has identified positive associations 
between guilt and PTSD severity in IPV survivors (e.g., Beck et al., 2011; Kubany et al., 
1995). Further, associations between guilt and PTSD have been identified in other trauma 
samples, including military veterans (Owens, Steger, Whitesell, & Herrera, 2009) and 
motor vehicle accident survivors (Lowinger & Solomon, 2004). The lack of an 
association between guilt and PTSD in the current study raises the possibility that guilt 
may not be uniquely associated with PTSD following IPV.  
Implications for these findings highlight the importance of negative self concept 
in the maintenance of PTSD for IPV survivors. The inclusion of three constructs in the 
conceptualization of negative self concept suggests the possibility that a wider range of 
maladaptive self appraisals may contribute to the persistence of PTSD. As research in this 
area continues, it may be important to note that focusing on a single type of negative self 
appraisal is, perhaps, too limiting and may not capture the full range of underlying 
cognitions. In considering future studies, it would be valuable for research to further 
evaluate this construct alongside other specific appraisals in the literature that may be 
relevant to the maintenance of PTSD (e.g., self-blame). Replicating the findings from this 
study across samples that have been exposed to different types of trauma would help 
strengthen the conceptualization of negative self concept and clarify how this construct 
relates to psychopathology.  
Cognitive Appraisals Predicting Depression  
 The finding that depression cognitions contribute to the severity of depression is 




cognitions and the maintenance of depressive symptomatology (Abramson et al., 1990; 
Lewinsohn et al., 1998). Further, this finding supports previous work with IPV survivors, 
which found greater associations between self-efficacy, self-esteem, and depression in 
this population, compared to a non-IPV control group (Orava et al., 1996). In accordance 
with Beck’s cognitive model of depression (1976), this finding also suggests that 
cognitions specific to depression, including thoughts of self-depreciation, past failures, 
and hopelessness, are unique to the disorder.  
Contrary to the present study hypotheses, negative self concept did not emerge as 
a significant predictor of depression. This finding appears in contrast with previous work 
suggesting that women with a history of IPV (and childhood abuse) report more negative 
self appraisals (e.g., lower self-confidence and lower self-esteem) and greater levels of 
depression, compared to women who experienced childhood abuse alone (Kessler et al., 
2001). Further, a second study showed that IPV survivors reported lower beliefs in self-
efficacy, lower levels of self-esteem, and were more depressed that a non-IPV control 
group (McLeod & Sharpe, 1996). In addition, cognitions of self-depreciation that were 
conceptualized within the construct of negative self concept (e.g., shame) have been 
found to be particularly important in the decrement of women’s mental health following 
IPV (Kubany & Ralston, 2009). Research has also shown that the appraisals measured 
under negative self concept contribute to the maintenance of depression (e.g., Harper & 
Arias, 2004). However, results from the present study suggest that negative self concept 
did not play a salient role in the severity of depression, although there was a positive 




occurring in IPV survivors who are experiencing depression, without playing a salient 
role in the severity of depression in the way that depression cognitions appear to. 
 Further, given the discrepancies in the literature concerning the association 
between guilt and depression, it is not unexpected that this construct failed to emerge as a 
significant predictor in its relation to depression. Similar to previous research (e.g., Webb 
et al., 2007), results from the present study found that when examining trauma-related 
guilt in the context of additional cognitive appraisals, guilt did not significantly predict 
depression. An explanation for this finding may come from a meta-analysis conducted by 
Kim and colleagues (2011), which suggested that statistically controlling for  shame in 
the measurement of guilt results in “shame-free guilt” that in turn may hold little, if any 
association with depression. It is therefore possible that the present study displayed a 
similar effect since shame was examined as a separate construct in this study. Thus, guilt 
cognitions assessed in this study may have represented a more pure measure of guilt, 
which in turn failed to predict depression severity. This finding potentially offers support 
to Kim and colleagues’ (2011) position that guilt (without shame) may not be a unique 
aspect of depression. Because guilt and depression did hold a significant bivariate 
association, however, these findings suggest that IPV survivors experiencing depression 
may also be experiencing guilt, yet guilt does not appear to be a unique predictor of 
depression in constellation with other cognitive appraisals.  
Implications for these findings suggest that depression cognitions may be an 
important factor in the maintenance of depression following IPV. Although the literature 
seems to suggest that negative self concept should have emerged as a significant 




Results however did show a positive correlation between negative self concept and 
depression severity. Thus, the cognitions conceptualized under negative self concept may 
warrant closer examination for their possible underlying contribution to depression 
severity. Specifically, because the current study conceptualized negative self concept as a 
single construct, it is possible that the components may individually hold an association 
with depression. Therefore, future studies may want to dismantle negative self concept to 
determine whether individual cognitions that make up negative self concept have an 
influence on the maintenance of depression following IPV.  
Common Correlations between Cognitive Appraisals, PTSD, and Depression  
 Although results from this study were not able to detect potential common factors 
involved in the maintenance of comorbid PTSD and depression, owing to difficulties 
conducting a structural model, and therefore were unable to provide insight into common 
factors, examination of the associations between cognitive appraisals, PTSD, and 
depression maintain the possibility that these disorders may share similar maladaptive 
appraisals. With the exception of guilt and its association with PTSD, the cognitive 
appraisals examined in this study all held significant bivariate associations with PTSD 
and depression, as shown in Table 3. However, results from this study potentially offer 
support for the notion that unique factors contribute to the maintenance of specific 
psychological disorders. Viewing these results in light of current research (e.g., Brown et 
al., 1998; Grant et al., 2008), these findings would appear to be commensurate with 
studies that suggest specific maintenance factors may be distinguishable across disorders. 
In addition, because separate appraisals were found to predict PTSD and depression, 




suggest that psychological disorders are discrete and maintained by specific factors that 
are unique.  
How the Present Study Findings Relate to Cognitive Models of PTSD  
 The finding that negative self concept predicted PTSD is congruent with  a core 
theoretical idea proposed by cognitive models of PTSD, which suggests that negative self 
appraisals are involved in the maintenance of PTSD (e.g., Foa & Riggs, 1993; Horowitz, 
1986; Janoff-Bulman, 1992). Adhering to the theme of negative self evaluation identified 
in cognitive models of PTSD, this study comprised negative self appraisals, shame, and 
low self-esteem into a conceptual variable representing negative self concept. As 
predicted, all of these variables shared unique variance in their relation to one another 
and to PTSD, suggesting that negative self concept may be a broad construct that 
includes a variety of negative self evaluation appraisals. Future research should examine 
the variables used in the conceptualization of negative self concept and their relation to 
PTSD in order to determine their individual impact on PTSD. Although thoughts 
regarding the dangerousness of the world (global threat) did not emerge as a significant 
predictor, in contrast to some theoretical models of PTSD (e.g., Foa et al., 1999), this 
construct did hold a positive bivariate association with PTSD. Thus, it appears that 
individuals were experiencing cognitions regarding global threat, but these cognitions did 
not appear to be salient in the prediction of PTSD for this particular sample of IPV 
survivors.    
How the Present Study Findings Relate to Cognitive Models of Depression  
The finding that depression cognitions emerged as a salient predictor of 




results suggest that depression cognitions, which encompass thoughts of self-
depreciation, past failures, and hopelessness, play a significant role in the severity and 
maintenance of depression. These findings offer support for the theoretical basis of 
cognitive factors underlying the maintenance of depression. Interestingly, although 
studies seem to suggest that negative self concept may play an influential role in the 
maintenance of depression, results of the present study failed to support this assumption. 
However, negative self concept did hold a positive bivariate association with depression, 
suggesting that negative self concept occurs in IPV survivors experiencing depression, 
yet these appraisals do not appear to be a unique predictor of depressive symptomatology.  
Clinical Implications 
The results of the present study highlight the importance of negative self concept 
and depressive cognitions in their association with PTSD and depression, respectively, 
following IPV. This study may provide insight for intervention programs in the aftermath 
of IPV, particularly for specific negative appraisals that may set the stage for PTSD. 
Results suggest that for women experiencing PTSD following IPV, interventions 
targeting appraisals of negative self concept may be particularly important. Further, 
depressive cognitions were found to be unique to depression, suggesting that the 
previously established cognitive treatments for depression may serve as a beneficial 
treatment intervention for IPV survivors experiencing depression (e.g., Beck et al., 1979).   
When considering the overall theme of negative self concept, clinicians should 
possibly assess for a broad range of negative self evaluative cognitions that a client may 
be experiencing in the aftermath of IPV, such as shame or low self-esteem. It is clear that 




on the bivariate correlation between negative self concept and depression. Thus 
examining the appraisals that make up negative self concept separately during the course 
of treatment may be important for some women in their recovery. For example, a client 
may not necessarily believe she is incompetent in how she handles her posttrauma 
symptoms, but she may be experiencing overwhelming cognitions of shame. As such, it 
may be beneficial to identify specific appraisals unique to each client in order to guide 
appropriate interventions.  
Limitations and Future Directions 
A principle limitation of the current study is the cross-sectional nature of the 
measures.  Because data were collected during a single time point, these results identified 
predictive power of the independent variables only in a statistical sense and not in terms 
of temporal relationships. Future studies should consider using a prospective longitudinal 
design to test whether these variables also show a temporal predication of PTSD and 
depression. Identifying specific cognitions that contribute to the development of 
psychopathology following trauma can offer additional insight into the trajectory of 
comorbid pathology. Further, identifying specific cognitions that contribute to the 
development of PTSD and depression in the aftermath of IPV has the potential to inform 
efforts for early intervention. 
Overall, the nature of the present study makes it difficult to draw concrete 
conclusions. Examination of the predictor variables showed a large amount of conceptual 
overlap, which is likely due to the fact that these variables all represented types of 
maladaptive cognitive appraisals. Further, there was a significant level of intercorrelation 




specific cognitive appraisals in greater detail. It appears that the current manner in which 
these cognitive constructs are conceptualized results in both conceptual and statistical 
overlap. Thus, researchers may benefit from conducting more explorative types of 
analyses with these constructs. Although the current study was unable to perform such an 
analysis due to the sample size and lack of statistical power, future studies may benefit 
from conducting factor analyses at the item level using the data derived from all of the 
measures of cognitive appraisals that possibly related to PTSD or depression. This type of 
analysis would allow the exploration of the potential boundaries between the different 
constructs. The results of such an analysis would then need to be tested in models 
predicting depression and PTSD severity. 
Several limitations should be noted regarding the study sample. First, participants 
were limited to IPV survivors, thus it is unclear whether these findings are applicable to 
other trauma populations. Further, limiting the sample to a treatment-seeking population 
makes comparison to non-treatment seeking populations challenging. Second, the present 
study’s restriction of gender to female participants makes the generalization of these 
results to male IPV survivors difficult. Third, the high rate of attrition from the 
assessment process should be considered when interpreting the findings from this study. 
Given that differences emerged regarding race and educational attainment between 
participants who completed the assessment compared to those whose assessments 
remained incomplete, these demographic characteristics may be important to consider for 
future research with IPV survivors. Specifically, it is possible that demographic 
characteristics associated with race and educational attainment such as ethnicity, culture, 




psychopathology. Further, although examining all forms of comorbid pathology was 
outside the general scope of the present aims, this study did not account for the many 
forms of co-occurring disorders other than PTSD and depression. The presence of 
comorbid disorders is often the norm following trauma, and PTSD is frequently 
associated with other anxiety disorders, as well as substance-related disorders (Deering et 
al., 1996). Thus, more research is needed to determine the ability of these cognitive 
appraisals to predict additional diagnoses. It is possible that certain cognitive appraisals 
may be influencing the maintenance of other disorders not examined in the present study. 
An alternative approach to examine this question might be to evaluate the specific 
content of cognitive appraisals across anxiety, depressive, and substance-related disorders 
in order to determine whether certain appraisals are unique or shared across the different 
categories of disorders. 
 Furthermore, the assessment of the predictor variables relied on participants self-
report, which is susceptible to a range of biases. The range (minimum and maximum) for 
the predictor variables in the present study were all within acceptable limits, however, 
participant bias can still be present in the form of under or over-reporting errors, which 
can result in deflated or inflated totals for the predictor variables. Because the assessment 
of cognitive constructs inevitably relies on self-report, all forms of cognitive assessment 
have limitations (e.g., social desirability effects). The potential problem of self-report 
bias is further compounded by the fact that all of the predictor variables were based on 
one method of measurement. Shared method variance can be problematic in the sense 
that it can contaminate study findings by substantially inflating parameter estimates 




predictor variables may have contributed to the high correlations among some of the 
variables. In the assessment of internal experiences, however, (e.g., cognitions, emotions) 
some form of self-report is necessary. It should be noted that the outcome variables were 
collected though interview-based assessments, which is a notable strength to this 
research.   
Conclusion  
 This project aimed to better understand the unique cognitive appraisals that 
contribute to PTSD and depression, as well as the shared appraisals that possibly 
contribute to comorbidity between these disorders. Using a sample of IPV survivors, 
results suggest that negative self concept is an important cognitive appraisal associated 
with the severity of PTSD. Additionally, depression cognitions emerged as a unique 
predictor of depression severity, highlighting the important role of depressive-related 
thoughts to the maintenance of depression. The significant findings from the present 
study are commensurate with current conceptual models of PTSD and depression, and 
suggest that individual differences in cognitive appraisals may be important in predicting 
PTSD and depression following IPV. Further, the high correlation that emerged between 
negative self concept and depression may suggest that negative self concept has a role in 
the maintenance of the disorder. However, future research will need to examine this 
assumption to determine whether the cognitions conceptualized under negative self 
concept have an impact on depressive disorders. Overall, these results suggest that 
cognitive factors may be important in maintaining PTSD and depression after IPV 
trauma. Further, treatment and prevention efforts should consider addressing negative self 




with a depressive disorder, targeting depression cognitions may also be an important area 
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Thank you for agreeing to complete a psychological evaluation with us. I’d like to start 
by asking you to tell me about significant relationships (i.e., those that lasted 4 months or 
longer) in your life, such as male friends, boyfriends, spouses, or male partners.  
 
Now that I have a sense of the significant relationships in your life, I would to talk with 
you about your experiences in some of these relationships. In this part of the interview, 
we are going to be talking about three kinds of abuse. The first is physical abuse, which 
includes such experiences as being slapped, punched, kicked, or beaten up. The second is 
sexual abuse, which includes times in which someone might have touched sexual parts of 
your body or made you touch sexual parts of his body against your will or without your 
consent. The third is emotional abuse. This includes, but is not limited to, being 
threatened to be killed or seriously hurt, being stalked, being controlled so you could not 
do the things you wanted to do, or being repeatedly told you were bad in some way (e.g., 
crazy, ugly, stupid).  
 
Now, with this information in mind, think back over your past relationships we just 
talked about. What was the first relationship in which a male partner physically, sexually, 
or emotionally abused you? Could you tell me a briefly about the abuse you suffered? 
 
 
Could you tell me about your most recent abusive relationship? 
 
Is your most recent abuse relationship the worst you have been involved in?  
YES NO 
 






Now, I would like to ask you some questions about your relationship with [INSERT 
NAME OF MOST RECENT ABUSER or MOST ABUSIVE].  
1. When were you involved in a relationship with  [Partner #1] ?  
From _______________________ To ______________________________ 





e. Other ______________ 
3. Did  [Partner #1]  ever physically abuse you (slap, punch, kick, or beat you 
up)?  
YES  NO 
If so, please describe what happened. 
a. How many times did this occur?________________ 
OR 
What was the frequency with which this occurred? 
____________________ 
b. Please describe the extent of your physical injuries. 
c. Did you ever lose consciousness due to injuries he inflicted? YES NO 
d. Did you ever have to go to the hospital as a result of any of these injuries?  
YES    NO  If NO, Should you have gone to the hospital? YES
 NO 
i. How many times did you go the 
hospital?_____________________ 
ii. When did you go to the hospital?  
Record (approximate) 
dates_______________________________________________ 
iii. Were you ever admitted to the hospital due to these injuries (e.g., 
needed to stay overnight)? YES NO 




0 No injury 
1 Minor injury (no need for medical attention) 
2 Moderate injury (needed medical attention, whether it was 
sought or not. Not hospitalized. No overnight stay needed) 
3 Major injury (hospitalization – i.e., overnight stay, not major 
surgery OR should have been hospitalized) 
4 Severe injury (major surgery) 
4. Did  [Partner #1]  ever sexually abuse you? This includes times in which      
Partner #1       might have touched sexual parts of your body or made you touch 
sexual parts of his body against your will or without your consent. 
YES NO 
If so, please describe what happened. 
a. How many times did this occur?________________________  
OR 
What was the frequency with which this occurred? 
______________________ 
b. Please describe the extent of any physical injuries you incurred as a result 
of the sexual abuse. 
c. Did you ever have to go to the hospital as a result of any of the injuries 
suffered during the sexual abuse? YES    NO   If NO, Should 
you have gone to the hospital? YES NO 
i. How many times did you go the 
hospital?_____________________ 
ii. When did you go to the hospital?  
Record (approximate) 
dates_______________________________________________ 
iii. Were you ever admitted to the hospital due to these injuries (e.g., 
needed to stay overnight)? YES NO 
d. Interviewer code for injury severity of participant during worst incident: 
0. No injury 




2. Moderate injury (needed medical attention, whether it was 
sought or not. Not hospitalized. No overnight stay needed) 
3. Major injury (hospitalization – i.e., overnight stay, not major 
surgery OR should have been hospitalized) 
4. Severe injury (major surgery) 
5. Did  [Partner #1]  ever emotionally abuse you? This 
includes but is not limited to being threatened to be killed or 
seriously hurt, being stalked, being controlled so you could not 
do the things you wanted to do, or being repeatedly told you 
were bad in some way (e.g., crazy, ugly, stupid). YES NO 
If so, please describe what happened. 
a. How many times did this 
occur?___________________________OR 
What was the frequency with which this occurred? 
______________________ 
6. Were drugs and/or alcohol frequently used before or during the 
episodes of abuse with    [Partner #1]    ? 
a. NO 
b. YES-by partner only 
c. YES-by client only 
d. YES-by both partner and client 
7. Did you ever try to leave  [Partner #1]  ? YES NO 
If so, please describe what happened. 
8. Did you seek help from any social service agencies?  
YES NO 
If so, please describe what happened. 
Did you ever call the police due to violence experienced during 
your relationship with     [Partner #1]    ?  YES NO 
9. Did you ever press charges against  [Partner #1] ? 




10. Did you ever get a restraining order against  [Partner #1]
 ?  YES NO 
11. If client has children: Did  [Partner #1] ever abuse 
your child(ren)?  YES NO 
a. If so, please describe the extent of this abuse. 
b. Was this reported to the authorities? YES NO 
c. Are your children safe now? YES NO 
12. Do you still live with   [Partner #1] ?  YES NO 
13. Which of the following best describes your relationship with 
 [Partner #1] ? 
a. On-going, with no intention of divorce/breaking up 
b. On-going, with intention of divorce/breaking up 
c. In the process of divorce/breaking up with some chance 
of getting back together 
d. In the process of divorce/breaking up with no chance of 
getting back together 
e. Completely over (i.e., you no longer consider him your 
boyfriend/partner/spouse) 
14. Are you currently living in a situation in which you feel safe 
from potential harm from       Partner #1   ? YES NO 
15. Think about the worst period of time in your relationship with 
 [Partner #1] .I want to ask you about how you felt during 
this time. We are going to use a scale from 0-100, where 0 is 
not at all and 100 is the most. 
a. During the worst period of time with __[Partner #1]_, how fearful or afraid 
were you?  
b. During the worst period of time with  [Partner #1] , how helpless did you 
feel?  
c. During the worst period of time with  [Partner #1] , how much danger 




d. During the worst period of time with  [Partner #1] , how certain were 
you that you were going to die?  
e. During the worst period of time with  [Partner #1] , how much control 
did you feel you had? 
f. During the worst period of time with  [Partner #1] , how much at fault 
was he for the abuse you experienced? 
g. During the worst period of time with  [Partner #1] , how responsible do 
you feel for the abuse you experienced?  
h. How vulnerable do you currently feel with respect to your relationship with                 







Clinician-Administered PTSD Scale (CAPS Summary Sheet) 
______________________________________________________________________________ 
 
A. Traumatic Event 
 
 
B. Reexperiencing symptoms 
CURRENT 
 Freq Int F + I 
(1) intrusive recollections    
(2) distressing dreams    
(3) acting or feeling as if event were recurring    
(4) psychological distress at exposure to cues    
(5) Physiological reactivity to exposure to cues    
B subtotals    
Number of Criterion B symptoms (need 1)                                        
C. Avoidance and Numbing symptoms          CURRENT 
 Freq Int F + I 
(6) avoidance of thoughts, feelings or 
conversations 
   
(7) avoidance of activities, places or people    
(8) Inability to recall important aspects of trauma    
(9) diminished interest or participation in 
activities 
   
(10) detached or estrangement    
(11) restricted range of affect    
(12) sense of a foreshortened future    
C subtotals    
Number of Criterion C symptoms (need 3)                                        
D. Hyperarousal symptoms CURRENT 
 Freq Int F + I 
(13) difficulty falling or staying asleep    
(14) irritability or outbursts of anger    
(15) difficulty concentrating    
(16) hypervigilance    
(17) exaggerated startle response     
D subtotals    
Number of Criterion D symptoms (need 2)                                        
 
E. Duration of disturbance 
CURRENT 





F. Significant distress or impairment in 
functioning 
CURRENT 
(20) Subjective distress  
(21) impairment in social functioning  
(22) impairment in occupational functioning  
AT LEAST ONE > 2? NO             YES 
 
  PTSD DIAGNOSIS CURRENT 
PTSD PRESENT – ALL CRITERIA (A-F) 
MET? 
NO             YES 
Specify: 
(18) with delayed onset ( > 6 months delay) 
 
NO             YES 
 
(19) acute ( < 3 months) or chronic ( > 3 months) Acute         chronic 
 
Global ratings CURRENT 
(23)   global validity  
(24)   global severity  
(25)   global improvement  
 
Associated features CURRENT 
 
 Freq Int F + I 
(26) guilt over acts of commission or omission    
(27) survivor guilt    
(28) reduction in awareness of surroundings    
(29)  derealization    












Anxiety Disorders Interview Schedule-IV (MDD and Dysthymia Sections) 
______________________________________________________________________________ 
 
MAJOR DEPRESSIVE EPISODE 
 
I. INITIAL INQUIRY  
 
1a.  Currently, have you been feeling depressed, sad, empty, or have you lost interest 
or    
       pleasure in almost all of your usual activities? 
      
Depressed: YES_____  NO_____ 
Loss of Interest: YES _____  NO_____ 
 
b. Currently, have other people commented to you that you appear down or tearful 
or that you seem less interested in your usual activities? 
 
Depressed: YES_____  NO_____ 
Loss of Interest: YES _____  NO_____ 
 
 
If YES to either 1a, or 1b, continue to Part II. 
 
If NO, continue to 1c.   
 
c.   Have things ever been so bad that you were thinking a lot about death or hurting 
yourself? Have you ever done anything to hurt your self? 





If YES, to either 1a or 1b, or uncertain, continue inquiry. 




II.  CURRENT EPISODE 
 
If evidence of a discrete past episode, preface inquiry in this section with:  Now I want to 
ask you a series of questions about this current period of time when you felt 







1. Have you been experiencing the feelings of [depression/loss of interest in usual 
activities] nearly every day over the past 2 weeks? 
 
 
Depressed: YES_____  NO_____ 
Loss of Interest: YES _____  NO_____ 
MAJOR DEPRESSION 
 
2. Over the past 2 weeks, have you experienced _____________?  Have you 
experienced _______________ nearly every day over the past 2 weeks? 
 
(Record symptoms that have been present during the same two-week period and represent 
a change from previous functioning.) 
 
0-----------1-----------2----------3-----------4-----------5------------6-----------7--------------8 
None   Mild  Moderate  Severe  Very 
severe 
 
  SEVERITY  NEARLY 
EVERY DAY 
 
a.   Significant weight loss or weight gain (5% of body 
weight within a month); decrease or increase in appetite  
   
 
Y  N 
 
b.   Insomnia  or hypersomnia  
   
Y  N 
   
c.  Psychomotor agitation or retardation. Unable to sit still 
or so slowed down that you can hardly move or carry on 
a conversation? (must be observable) 
   
 
 
Y  N  
 
d.  Loss of energy or fatigue 
   
Y  N 
 
e.  Worthlessness or excessive, inappropriate guilt.  Do you  
     blame yourself for anything or feel guilty? 
   
 
Y  N 
 
f.  Impaired concentration, slowed thinking, or 
indecisiveness. Thinking been slowed down, hard to 
make decisions?   
   
Y  N 
 
g.  Recurrent thoughts of death or suicide.  Think about 
death or hurting yourself?  How much do you think 
about it?   
   
 
Y  N  
 
If YES to 2g, inquire about the extent of suicidal ideation or intent (e.g. history of prior 
attempts, presence/extent of current plan, access to method for carrying out plan, ability 







3. In what ways have these symptoms of depression interfered with your life (e.g. 





Rate interference: ______________ distress: ______________ 
 
0-----------1-----------2----------3-----------4-----------5------------6-----------7--------------8 





4. Over this entire current period of time when you’ve been experiencing these 








5. During this current period of time when you’ve been having these feelings, have 









6a.  For this current period of time, when did the depression and the symptoms 
accompanying the  
      depression become a problem in that they occurred persistently (i.e., occurred 
nearly every  
      day), you were bothered by these symptoms, or they interfered with your life in 
some way?   
      (Note:  If patient is vague in date of onset, attempt to ascertain more specific 
information, e.g., by  






Date of Onset: _______________ Month ________________Year 
 
 
b.  Can you recall anything that might have led to this problem? 
 
 
c.  Were you under any type of stress during this time? 
YES____ NO____ 
 
What was happening in your life at the time? 
 
 
Were you experiencing difficulties or changes in: 
 
1) Family/relationships?  
2) Work/school? 
3) Finances?  
4) Legal matters? 
5) Health (self/others)? 
Note:  If symptoms or depression occur within 2 months of the loss of a loved one, 




6. Besides this current period of depression and/or loss of interest in usual activities, 
have there been other, separate periods of time before this when you have had the 
same problems? 
 
                                                                                                        YES       NO 
If NO, skip to DYSTHYMIC DISORDER (pg. 34) 
 
















I. INITIAL INQUIRY 
 
If patient has met criteria for MAJOR DEPRESSION, preface the items in INITIAL 
INQUIRY with “Other than during ____________(specify time frame of MDE)”  
 
1a.  Over the past 2 years, have you frequently had days where you felt down, blue, 
or depressed for most of the day? 
           
YES____ NO____ 
 
b. Over the past 2 years, have other people commented to you that you often 




IF YES to either 1a or 1b, continue. 
 
 
If YES to either 1a or 1b, or uncertain continue inquiry. 
Otherwise skip to MANIA/CYCLOTHYMIA  
 
 
   
II. CURRENT EPISODE 
 
If evidence of a discrete past episode, preface inquiry in this section with: Now I want to 
ask you a series of questions about this current period of time when you felt down or 
depressed that began roughly in ______________ (specify month/year). 
 
1. What percentage of the days over the past 2 years have you experienced a 
depressed mood for most of the day? 
____% 
 
If uncertain, Have you felt this way more days than not over the past 2 years? 
           
YES____ NO____ 
 
2. Over the past 2 years, have you had periods of 2 months or more when your 
mood was normal? 
YES____ NO____ 
 








3. Over the past 2 years, have you often experienced ___________while depressed?  
Over the past 2 years, has __________ occurred persistently without a period of 
two months or more when this symptom was not present? 
 
0-----------1-----------2----------3-----------4-----------5------------6-----------7--------------8 
None   Mild  Moderate  Severe  Very 
severe 
 
 SEVERITY  PERSISTENT 
a. Poor appetite or overeating    
Y  N 
b. Insomnia or hypersomnia.  Have trouble sleeping 
or sleeping too much? 
   
Y  N 
c. Low energy or fatigue.  Tired all the time?     
Y  N 
d. Low self-esteem.  Down on yourself, feeling like a 
failure? 
   
Y  N 
e. Poor concentration or difficulty making decisions    
Y  N 
f. Feelings of hopelessness.  Feeling pessimistic 
about the future? 
   
Y  N 
 
4. In what ways have these symptoms of depression interfered with your life (e.g., 





Rate interference: ________ distress: _________ 
 
0-----------1-----------2----------3-----------4-----------5------------6-----------7--------------8 
None   Mild  Moderate  Severe  Very 
severe 
 
5. Over this entire current period of time when you’ve been experiencing these 











6. During this current period of time when you’ve been having these feelings, have 











7a.  For this current period of time, when did the depression and the symptoms 
accompanying the depression become a problem in that they occurred 
persistently (i.e., occurred nearly every day), you were bothered by these 
symptoms, or they interfered with your life in some way?  (Note:  If patient is 
vague in date of onset, attempt to ascertain more specific information, e.g., by linking 
onset to objective life events.) 
 
 
Date of Onset:  ___________ Month  _________Year 
 




c. Were you under any type of stress at this time? 
 
YES____ NO____ 




Were you experiencing any difficulties or changes in: 
 
1) Family/relationships?  
2) Work/school? 
3) Finances?  
4) Legal matters? 





7. Besides this current period of time, have there been other, separate periods when 
you have felt  









Posttraumatic Cognitions Inventory  
______________________________________________________________________________ 
 
Below are a number of statements that may or may not be representative of your thinking.  
Please read each statement carefully and tell us how much you agree or disagree with 
each statement.  People react to stressful events in many different ways, and there are no 
right or wrong answers to these statements.  Rate how you have been thinking/feeling in 
the past week. 
 
* Negative Self Thoughts Scale 
** Global Threat Scale 
 
1 Totally disagree 
2 Disagree very much 
3 Disagree slightly 
4 Neutral 
5 Agree slightly 
6 Agree very much 
7 Totally agree 
  
____ 1.  The abuse occurred because of the way I acted. 
____ 2.  *I can’t trust that I will do the right thing.  
____ 3.  *I am a weak person.    
____ 4.  *I will not be able to control my anger and will do something terrible. 
____ 5.  *I can’t deal with even the slightest upset.  
____ 6.  *I used to be a happy person but now I am always miserable. 
____ 7.  **People can’t be trusted.    
____ 8.  **I have to be on guard all the time.  
____ 9.  *I feel dead inside.     
____ 10. **You can never know who will harm you.  
____ 11. **I have to be especially careful because you never know what can happen  
                   next.   
____ 12. *I am inadequate.    
____ 13.  I will not be able to control my emotions, and something terrible will happen. 
____ 14.  *If I think about my abuse history, I will not be able to handle it. 
____ 15.  The abuse happened to me because of the sort of person I am. 
____ 16.  *My reactions since the abuse mean that I am going crazy.  




____ 18.  **The world is a dangerous place.   
____ 19.  Somebody else would have stopped the abuse from taking place. 
____ 20. *I have permanently changed for the worse.   
____ 21.  *I feel like an object, not like a person. 
____ 22.  Somebody else would not have gotten into this situation.     
____ 23.  **I can’t rely on other people.   
____ 24.  *I feel isolated and set apart from others.  
____ 25.  *I have no future.     
____ 26.  *I can’t stop bad things from happening to me.  
____ 27.  **People are not what they seem.   
____ 28.  *My life has been destroyed by the history of abuse. 
____ 29.  *There is something wrong with me as a person. 
____ 30.  *My reactions since the abuse show that I am a lousy coper.   
____ 31.  There is something about me that made the abuse happen. 
____ 32.  I will not be able to tolerate my thoughts about the abuse, and I will fall apart. 
____ 33.  *I feel like I don’t know myself anymore.   
____ 34.  You never know when something terrible will happen. 
____ 35.  *I can’t rely on myself.     





Trauma-Related Guilt Inventory  
________________________________________________________________________ 
 
Individuals who have experienced traumatic events- such as physical or sexual abuse, 
military combat, sudden loss of a loved one, serious accidents or disasters, etc.- vary 
considerably in their response to these events.  Some people do not have any misgivings 
about what they did during these events, whereas other people do.  They may have 
misgivings about something they did (or did not do), about beliefs or thoughts they had, 
or for having had certain feelings (or lack of feelings).  The purpose of this questionnaire 
is to evaluate your response to a traumatic experience. 
 
Briefly describe what happened: 
Please take a few moments to think about the abuse.  All the items below refer to events 
related to this experience.  Circle the answer that best describes how you feel about each 
statement. 
 
Note. Items marked with an asterisk indicate the Guilt Cognitions Subscale. 
 
1. I could have prevented what happened. 
Extremely true Very true  Somewhat true  Slightly true  Not at all true 
2. I am still distressed about what happened. 
Always true      Frequently true      Sometimes true    Rarely true     Never true 
3. I had some feelings that I should not have had. 
Extremely true Very true  Somewhat true  Slightly true  Not at all true 
4. *What I did was completely justified. 
Extremely true Very true  Somewhat true  Slightly true  Not at all true 
5. *I was responsible for causing what happened. 
Extremely true Very true  Somewhat true  Slightly true  Not at all true 
6. What happened causes me emotional pain. 
Always true      Frequently true      Sometimes true    Rarely true     Never true 
7. *I did something that went against my values. 
Extremely true Very true  Somewhat true  Slightly true  Not at all true 
8. *What I did made sense. 





9. *I knew better than to do what I did. 
Extremely true Very true  Somewhat true Slightly true Not at all true 
10. I feel sorrow or grief about the outcome. 
Always true      Frequently true     Sometimes true     Rarely true      Never true 
11. *What 1 did was inconsistent with my beliefs. 
Extremely true Very true  Somewhat true  Slightly true  Not at all true 
12. *If I knew today-only what 1 knew when the event(s) occurred-I would do 
exactly the same thing. 
Extremely true Very true  Somewhat true  Slightly true  Not at all true 
13. *I experience intense guilt that relates to what happened. 
Always true      Frequently true      Sometimes true     Rarely true      Never true 
14. *I should have known better. 
Extremely true Very true  Somewhat true  Slightly true  Not at all true 
15. I experience severe emotional distress when I think about what happened. 
Always true      Frequently true      Sometimes true     Rarely true      Never true 
16. *I had some thoughts or beliefs that I should not have had. 
Extremely true Very true  Somewhat true  Slightly true  Not at all true 
17. *I had good reasons for doing what I did. 
Extremely true Very true  Somewhat true  Slightly true  Not at all true 
18. Indicate how frequently you experience guilt that relates to what happened. 
Never   Seldom  Occasionally    Often   Always 
19. *I blame myself for what happened. 
Extremely true Very true  Somewhat true  Slightly true  Not at all true 
20. What happened causes a lot of pain and suffering. 
Extremely true Very true  Somewhat true  Slightly true  Not at all true 
21. *I should have had certain feelings that I did not have. 
Extremely true Very true  Somewhat true  Slightly true  Not at all true 
22. Indicate the intensity or severity of guilt that you typically experience about the 
event(s). 





23. *1 blame myself for something 1 did, thought, or felt. 
Extremely true Very true  Somewhat true  Slightly true  Not at all true 
24. When I am reminded of the event(s), I have strong physical reactions such as 
sweating, tense muscles, dry mouth, etc. 
Slightly true  Not at all true Always true  Frequently true       Sometimes true 
25. Overall, how guilty do you feel about the event(s)? 
Not guilty at all  Slightly guilty     Moderately guilty    Very guilty   Extremely guilty 
26. *I hold myself responsible for what happened. 
Extremely true Very true  Somewhat true  Slightly true Not at all true 
27. *What I did was not justified in any way. 
Extremely true Very true  Somewhat true  Slightly true  Not at all true 
28.* I violated personal standards of right and wrong. 
Extremely true Very true  Somewhat true  Slightly true  Not at all true 
29. *I did something that I should not have done. 
Extremely true Very true  Somewhat true  Slightly true  Not at all true 
30. *I should have done something that I did not do. 
Extremely true Very true  Somewhat true  Slightly true  Not at all true 
31. *What I did was unforgivable. 
Extremely true Very true  Somewhat true  Slightly true  Not at all true 
32. *I didn't do anything wrong. 



















Internalized Shame Scale  
______________________________________________________________________________ 
 
Read each statement carefully and enter the number to the left of the time that indicates 
the frequency with which you find yourself feeling or experiencing what is described in 
the statement.  Use the scale below. Note. Items marked with an asterisk indicate the Shame 
Subscale. 
 













1.   *I feel like I am never quite good enough. 
2.   *I feel somehow left out. 
3.   *I think that people look down on me. 
4.    All in all, I am inclined to feel that I am a success. 
5.   *I scold myself and put myself down. 
6.   *I feel insecure about other’s opinions of me. 
7.   *Compared to other people, I feel like I somehow never measure up. 
8.   *I feel myself as being very small and insignificant. 
9.     I feel I have much to be proud of. 
10.    *I feel intensely inadequate and full of self-doubt. 
11.   *I feel as if I am somehow defective as a person, like there is something  
                basically wrong with me. 
12.  *When I compare myself to others, I am just not as important. 
13.  *I have an overpowering fear that my faults will be revealed in front of others. 
14.   I feel I have a number of good qualities. 
15.  *I see myself striving for perfection only to continually fall short. 
16.  *I think others are able to see my defects. 
17.  *I could beat myself over the head with a club when I make a mistake. 
18.   On the whole, I am satisfied with myself. 
19.  *I would like to shrink away when I make a mistake. 
20.  *I replay painful events over and over in my mind until I am overwhelmed. 

















22.  *At times I feel like I will break into a thousand pieces. 
23.  *I feel as if I have lost control over my body functions and feelings. 
24.  *Sometimes I feel no bigger than a pea. 
25.  *At times I feel so exposed that I wish the earth would open up and swallow me. 
26.  *I have this painful gap within me that I have not been able to fill. 
27.  *I feel empty and unfulfilled. 
28.   I take a positive attitude towards myself. 
29.  *My loneliness is more like emptiness. 

































Rosenberg Self-Esteem Scale  
______________________________________________________________________________ 
 
Instructions: Below is a list of statements dealing with your general feelings about 
yourself. If you strongly agree, circle SA. If you agree with the statement, circle A. If you 
disagree, circle D. If you strongly disagree, circle SD. 
 
             
       Strongly   Strongly 
        Agree    Agree      Disagree     Disagree 
 
1. On the whole, I am satisfied with myself.      SA        A  D         SD 
2. At times, I think I am no good at all.      SA       A  D        SD 
3. I feel that I have a number of good qualities SA   A  D        SD 
4. I am able to do things as well as most other people.  SA       A  D        SD 
5. I feel I do not have much to be proud of.      SA       A  D        SD 
6. I certainly feel useless at times.       SA       A  D        SD 
7 .I feel that I'm a person of worth, at least on an equal SA       A  D        SD 
plane with others. SA       A  D        SD 
8. I wish I could have more respect for myself. SA       A  D        SD 
9. All in all, I am inclined to feel that I am a failure. SA       A  D        SD 























Consent Form  
________________________________________________________________________ 
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